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CHAPTER X
INTRODUCTION TO THE STUDY
Statement of the Problem
This study was concerned with the problem of determining what
understandings the bedside nurse has of the principles involved in the
prevention of pressure sores.
Need for the Study
A study such as this was needed to ascertain what knowledge the
bedside ntxrse has relative to the prevention of pressure sores.

Treat

ment has been given to prevent pressure sores since early times.

How

ever, because fewer professional nurses and more vocational nurses and
aides are giving bedside care, it is not known whether inservice educa
tion is accomplishing its purpose. Pressure sores are still a problem.
The information gained from this survey could then serve as a valuable
guide in planning the inservice education program within the hospital,
thereby raising the standard of nursing care given to patients. In
recent years little has been written on the prevention of pressure sores
by nurses; however, physicians and nurses alike consider this phase of
nursing care to be of paramount importance.

The impression has been

gained from personal contact with physicians and personal experience
or observation that patients are receiving less than adequate nursing
care in this regard. Nickel, chief of surgical services and head ortho
paedist at Rancho Los Amigos Polio Hospital, has stated that when a
paraplegic patient develops pressure sores over the ischial tuberosities
1

2

he may thereafter be unable to sit for a full eight hours. This would
mean that he would have to spend a good deal of his life lying prone
and be unable to hold a job that he might otherwise have held.l Scharffenberg, assistant professor of orthopaedic surgery at Loma Linda University,
suggested that nurses need to know more about preventing sores.2 in spite
of modern techniques and equipment used in giving nursing care, patients
still develop pressure sores which are debilitating and sometimes lead
to a permanent disability.
Purpose of the Study
The immediate purpose of this study was to determine the concepts
that bedside nurses held relative to the prevention of pressure sores.
An attempt to gain this information was made through a study of what these
bedside nurses said they did to prevent pressure sores.

The long range

purpose was that of contributing to better inservice education for bed
side nurses through the use of information gained in this survey. This
in turn should result in providing better nursing care for the patient.
Hypothesis
There is a lack of understanding on the part of the bedside nurse
of the nursing procedures necessary for the prevention of pressure sores.
Assumptions
1. It was assumed that pressure sores could be prevented.

^Statement by Vernon L. Nickel, Chief of Surgical Services and Head
Orthopaedist at Rancho Los Amigos Polio Hospital, M.D., H.Sc.-Orth. Surg.,
(Am. Bd. Orth. Surg.)
^Opinion expressed by William A. Scharffenberg, Jr., Assistant Profes
sor of Orthopaedic Surgery, B.S., M.D., M.Sc.-Med., (Am. Bd. Orth. Surg.)
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2. It was assumed that nursing care played a large part in
preventing pressure sores.
3. It was assumed that determining the knowledge of the
bedside nurse concerning pressure sores was the first
step towards improving nursing care.
4. It was assumed that what the bedside nurse said he or
she did about preventing pressure sores was reasonably
comparable to what was actually done.
5. It was assumed that the bedside nurse was able to express
verbally his or her nursing practices with the intention
of preventing pressure sores.
Limitations
1. The survey was confined to a selected group of fifty
bedside nurses.
2. The nurses to be interviewed were selected by the nursing
administrators and the interviewer.
3. Knowledge was determined by statement only.
4. Nurses were selected from four hospitals within the
greater Los Angeles area.
Definition of Terms
For the purpose of this study the following definitions were
used:
1. Bedside nurse - any individual., irrespective of his or her
educational preparation for duties, who gave bedside nursing
care.

2.

Nursing aide - a non-professional nurse who was prepared
for his or her duties chiefly by in-service education.

3. Attendant - same as a nursing aide.
4. Pressure sore - any degree of deviation from normal con
dition of the skin and/or soft tissue primarily due to
prolonged pressure and impaired circulation.
5. Decubitus ulcer - same as a pressure sore.
6.

Bed sore - same as a pressure sore.

7. Shearing stress - an action or stress, resulting from
applied forces, which causes or tends to cause two
contiguous parts of a body to slide relatively to each
other in a direction parallel to their plane of contact.
Method of Study
The descriptive-survey method was used for this study. Selected
nursing personnel in four hospitals were interviewed, namely, White
Memorial Hospital, Rancho Los Amigos Hospital, Los Angeles Orthopaedic
Hospital, and Loma Linda Sanitarium and Hospital.

Fifty individuals

giving bedside care, irrespective of the level of preparation for nursing,
were interviewed. To secure uniformity an interview guide was prepared
and followed.

A pilot study was conducted to help bring about certain

refinements in the interview guide. A review of literature was made to
give background of information and to serve as a guide in selecting items
to be included in the interview guide.

CHAPTER II
A REVIEW OF LITERATURE
A reviex? of literature was made to determine what were generallyrecognized to be the causes and the accepted methods of prevention of
pressure sores.
Definition of Terms
A few authorities are particular about the usage of terms.
Charcot, writing in 1879, considered "decubitus" a poor term and pre
ferred to use the term "bed-sore."1 However, Sigerson, the translator
uses the term "decubitus." Campbell and Weiss, more recent authorities,
prefer the term "pressure sore" to "decubitus ulcer" or bed sore, since
the problem can occur not only in recumbancy, but in any position, and
not only in bed, but in the wheel chair or while the patient is wearing
braces.

Campbell also feels that the term "bed sore" has no "shock

value" for personnel learning to prevent the problem, since bed has
always been considered a safe place.2 Munro distinguishes between
"pressure" and "bed" sores. According to him, "pressure sores" are the
result of pressure, but "bed sores" are the result of loss of nerve

•kj. M. Charcot, Lectures on the Diseases of the Nervous System
(Philadelphia: Henry C. Lea, 1879), p. 56.
%oss M. Campbell, "The Surgical Management of Pressure Sores,"
Surgical Clinic of North America, 39:509, April 1959; Andor A. Weiss,
"Management of Decubitus Ulcers," New York State Journal of Medicine,
60:79, January 1960.
5

6

supply which impairs the blood supply. Local injury adds to the problem
and a sore results.3

Matheson and Lipschitz define a pressure sore as

an "area of gangrene occurring in an anesthetic part." They, too, are
of the opinion that a loss of nerve supply changes the ability of the
tissue to react normally to trauma.Hussain defines "bed-sores" as
"foci of skin and subcutaneous tissue necrosis most often found xn depend
ent portions of the body when the soft parts are subjected to long-continued
pressure between the bed and some more or less superficial bone."5
Classification
Charcot classified "decubitus ulcers" in two ways:

"Decubitus

acutus," which form rapidly and occur early in the disease (usually a
spinal cord lesion), and "decubitus chronicus," the term given co dermal
necrosis occurring long after the onset of the disease which occasioned
it.^

Wood lists the following four stages in his classification:
1.

Blister formation with erythema and edema.

2. Superficial ulceration.
3. Involvement of subcutaneous tissue.
4.

Exposure of bone.'

3D.

Munro, "Care of the Back Following Spinal Cord Injuries.,"
New England Journal of Medicine, 223:392, 1940.
T. Matheson and R. Lipschitz, "The Nature and Treatment of
Trophic Pressure Sores," South African Medical Journal, 30:1129, Novem
ber 24, 1956.
^Tafazzul Husain, "An Experimental Study of Some Pressure Effects
on Tissues, with Reference to the Bed Sore Problem," Journal of Pathology
and Bacteriology, 66:355, 1953.

_

4A.

^Charcot, op. cit., p. 57.
70rlyn Wood, "The Prevention and Treatment of Decubitus Ulcers,"
Maryland State Medical Journal, 7:266, May 1957.
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Yeoman and Hardy list the following five stages:

1. Abrasion and erythema with palpable stiffness and
thickening.
2. Destruction of skin and appearance of black necrotic
area which may be either moist and soggy or hard and dry.
3. Necrosis of fat while the skin is still intact, leaving
palpable fibrous thickening.
4. Deep sores causing destruction of muscle.

5. Infection of sores, with periostitis and osteomyelitis
O

occuring in over fifty per cent of the cases.0
Campbell lists the following seven stages:

1. Redness of the skin over a pressure area which will
subside if the pressure is relieved.
2.

Redness, swelling and induration, with occasional blister
ing and desquamation of the epidermis which may be rever
sible if adequate pressure relief combined with local
heat therapy is instigated.

3. Necrosis of the skin with exposure of fat which, unless
very small in area, may not heal spontaneously.
4. Skin and fat necrosis extending to the muscle and indicating
surgical treatment after debridement and a trial period of
conservative therapy.
5. Skin, fat and muscle necrosis, calling for surgical inter
vention at an early date.
8M. P. Yeoman and A. G. Hardy, "Pathology and Treatment of
Pressure Sores in Paraplegics," British Journal of Plastic burgery,
7:179, 180. July 1954.

8
6. Bone involvement in the form of periostitis, osteitis
or osteomyelitis, indicating surgical measures.
7. Osteomyelitis, septic arthritis, possible pathological
fracture, septicemia and possible death.
"The last stage should never be reached in a modern hospital, but
unfortunately it is still seen from time to time. Once the patient has
attained this condition the problem is almost insurmountable."®
Seriousness of Pressure. Sores to the Patient
"Escars [sic.] are dangerous foci of infection.--Thrombi impreg
nated with gangrenous ichor are transported to a distance and give rise to
gangrenous metastases. The process of mortification tends gradually to
invade the deepth tissue. The ruin that results is sometimes carried
to the highest degree.Charcot's terminology of 1879 falls somewhat
strangely on our ears, but his findings are echoed by more modern author
ities. It was found in a survey of thirty patients that over an eighteen
month period, 4,874 patient days of 13.3 patient years were lost from
active therapy due to pressure sores,'*''" One diabetic patient died as a
result of uncontrollable infection. Two other patients had a lower limb
amputated, one because of severe contractures, osteoporosis and two
pathological fractures.12

®Campbell, op. cit., p. 512.
^Charcot, _op„ elf., p. 60.
13-Oscar K. Diamond, "A Practical Effective Treatment for Surface
Ulcers in Institutional Practice," New York State Journal of Medicine,
59:1792, May 1, 1959; Wood, loc. cit.
12

Wood, loc. cit.

9
According to Gillis and Lee,."Chronic irritated tissues have
long been recognized as fertile soil for the development of squamous
carcinoma." Instances of this carcinoma have been found as complications
of sacral decubiti.13 "A patient with a chronic discharging sinus or an
extensive adherent scar is never safe from the risk of malignant change."^
There is a strong impression that the early intervention
of sepsis, whether from bed sores or any other source, with
concommitant secondary anemia retards the recovery process
of a spinal-cord lesion.
"In mental hospitals, infected or necrotic ulcers have a depres
sing, even debilitating, effect on patients which retards psycho
therapy.
According to Guttmann, pressure sores always become infected and
in paraplegics are the first cause of death after urinary infections.'-''
Burston holds that the sores may aggravate bladder and kidney infections,
causing death.^

Another complication is septic arthritis of the hip

with destruction of the acetabulum and the head of the femur. Knee
joints may also be involved.

Sacral sores lead to destruction and dis

integration of the coccyx, sacrum and the ischioiliac joint. Systemic

13Leon

Gillis and Stanley Lee, "Cancer as a Sequel to War Wounds,"
Journal of Bone and Joint Surgery, 33-B:167, May 1951.
l^Ibid., p. 179

i5Matheson,

op. cit., p. 1130.

16Diamond,

loc. cit.; Roy H. Nyquist, "Brine Bath Treatments for
Decubitus Ulcers," Journal of the American Medical Association, 169:927,
February 28, 1959.
17l. Guttmann, "The Problem of Treatment of Pressure Sores in
Spinal Paraplegics," British Journal of Plastic Surgery, 8:202, 1955-1956.
18Isaac

Burston, Elizabeth Austin and Thomas P. Reeder, "Decubitus
Ulcer Care," Physical Therapy Review, 36:174, March 1956.

10
complications of creeping sepsis (with no elevation or temperature) and
19
anemia due to loss of nitrogen and protein have also been found.-

Some

patients have been found to lose as much as fifty grams of protein a day
from a pressure sore. The ensuing loss of nitrogen may result in the death
of the patient.20

Absorption of necrotic substance from these sores over

long periods of time may result in amyloidosis and soft tissue calcifi
cation.2'''
Any skin lesion may eventually result in osteitis, osteomyelitis,
or cancer.22

A study by Blocksma, Kostrubala and Greeley in 1949 re

vealed that osteomyelitis or degeneration and fibrosis of underlying
bone was present in 75.9 per cent of the cases.23

A sore on the ischium

is considered to be particularly sinister. There is usually a small
external opening with a large subcutaneous sac. Those caring for the
patient have a false sense of security about the small sore; meanwhile,
the patient is developing osteomyelitis of the ischium, septic absorption
and generally poor health. The infection spreads along the bone, usually
laterally to the hip, leading to septic arthritis and ankylosis. This

^Guttmann, op. cit., pp. 202, 205.
20John A. Snell, "The Management of Decubitus Ulcers in the
Paraplegic," Medical, Journal of Australia, 2:110, July 26, 1958; Weiss,
OP. ext., p. 80; Nyquist, _loc. .cit.
21-Nyquist, loc. cit.; Herbert Conway and B. Heroid Griffith,
"Plastic Surgery for Closure of Decubitus Ulcers in Patients with
Paraplegia," American Journal of Surgery, 91:948, June 1956; Charles A.^
Hubay, Clifford C. Kiehn and William R. Drucker, "Surgical Management of
Decubitus Ulcers in the Post-traumatic Patient," American Journal of
Surgery, 93:707, April 1957.
22Nyquist, loc. cit.
23Snell, loc. cit.
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r\ t

complication has also been known to result in hip disarticulation.^

In summary, "Pressure sores can be fatal at their worst and a source
25
of prolonged morbidity and economic waste at best."
Etiology
Most authorities agree that prolonged pressure is one of the
primary causes of pressure sores. Many agree with Yeoman and Hardy
that fifty to sixty millimeters of mercury pressure over a period of
four to forty-eight hours will produce local ischemia, particularly
9fS
where there is an underlying bony prominence.

Munro states the

following mechanical factors which he feels are important in producing
sores by pressure:
1. The proximity of a bony prominence to the skin.
2. The thickness of the padding of soft tissues.
3. The length of time that pressure is borne on one area.
4. The condition of the outer layer of skin.2-'
He states clearly what actually happens to the skin when pressure is
applied.
Stroking and local compression of the skin ... produce
first vasoconstriction (pallor), then, after an interval,
vasodilatation (irregularly shaped blush) .... More pro
longed pressure produces local tissue asphyxia which may
have wheals or blisters associated with it ... . Prolonged
pressure on skin produces first pain, then anesthesia.—
Georgiade holds that pressure sores are caused by pressure as
well as by "ignorance, inadequate nursing care, and lack of necessary

25campbell, op. cit., p. 509.
26yeoman, loc. cit.; Conway, _o£. cit., p. 946; Bromley S. Freeman,
"The Treatment of Bedsores in Paraplegic Patients," Surges, 21:668,
May 1947.
27Munro5 op. cit., p. 391.

28 Ibid., p. 392*

12
physical and educational facilities."~9

Husain states that low pres

sures maintained for long periods of time seem to induce more tissue
damage than high pressures for short periods, thus making the time
OQ
factor more important then pressure intensity.

.
#
Campbell maintains

that pressure sustained from two to four hours is the most that can be
31
endured by the tissue without breaking down.

•
•
Gelb cites instances in

which patients whose beds were next to the wall developed pressure sores
by lying on one side most of the time so that they could face their
fellow patients. One patient developed a pressure sore while playing a
3?
game of cards with another patient. A

A number of authorities state

that pressure produces local ischemia, which is the immediate cause of
damage to the skin, and that within twenty-four to forty-eight hours this
•

33

can result in necrosis.

Brush burns and chafing are considered by many to play an impor
tant role in the formation of pressure sores. Davis calls the hospital
sheet "abrasive,

while Conway and Griffith emphasize the dangers of

contusion in transferring from one article of furniture to another, e.g.,
35
from bed to chair.

Campbell is particularly concerned about chafing

29N.

Georgiade, et. al., "Reconstruction Surgery in the Paraplegic
Patient with Decubitus Ulcers," Clinical Orthopaedics, 6:89, 1955.
-'^Husain, £2°

P* 350.

-^Campbell, op. cit., p. 510.
32Jerome

Gelb, "Plastic Surgical Closure of Decubitus Ulcers in
Paraplegis as Result of Civilian Injuries," Plastic and Reconstructive
Surgery, 9:527, May 1952.
•^-'Freeman, loc. cit.
3^Luther

Davis, Jr., "Sheepskin and Decubitus Ulcers," Journal of
the Medical Association of the State of Alabama, 29:164, November 1959.
35conway, loc. cit.
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from braces and shoes, as well as the result of one body part rubbing
against another. He makes this statement:
The spastic paraplegic lying in bed with knees and ankles
periodically approximated by spasm or merely resting against
each other may soon develop abraded areas which, unless
heavily padded and protected, will progress to deeper sores
penetrating the knee joint or exposing the malleoli or tibia.^0
Maceration of the skin is generally agreed to be an adjunct to
pressure in causing pressure sores.

Clothing and bed coverings soaked

with perspiration, urine or feces continue to weaken the already
damaged skin.37

Bateman points out that inadequate drying after the

bath also contributes to this maceration and further states that wash
ing the back with soap and water and rubbing it with alcohol causes
pressure sores.3®

Another authority limits rubbing to healthy skin

only.3^ Dermatologists, too, have some interesting opinions on the
treatment of the skin.
The risk connected with washing of diseased skin is
increased by the use of soap. Soaps are compounds of fats
and alkalies. Alkalies make the horny layer swell and thus
damage the epidermis with their keratolytic and even caustic
effect.40

j3Campbell,

op. cit., p. 512.

37Ibid.; Eric L. Farquharson, "Bedsores," Practitioner, 181:653,
654, November 1958; Yeoman, loc. cit.; Elizabeth K. Ryan, "Nursing Care
of the Patient with Spina Bifida," American Journal of Nursing, 51:28,
January 1951.

38p„ j. A. Bateman, "Silicone Barrier Cream in Prevention of
Bedsores," British Medical Journal, 1:554, March 10, 1956.
39Editorial,

"Decubitus Ulcers," Journal of the American Medical
Association, 165:1280, November 9, 1957.
40nermann Werner Siemens, General Diagnosis and Therapy of Skin
Diseases (Chicago: University of Chicago Press, 1958), p. 204.
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Dilute alcohol [twenty per cent] . . . has a drying,
cooling and vasoconstrictive effect,^1
Benzoin sometimes causes irritations of the skin.""'4Powders . . . decrease friction between adjoining skin
surfaces, thus providing mechanical protection.4^
Baths affect even the normal skin .... Baths may be
harmful to persons with dry skin, such as is common in
infancy, early childhood and old age. ^
Many middle-aged and older men and especially older
women must actually dispense xfith the use of soap or socalled "soapless detergents."^
Sulzberger recommends the use of superfatted soaps and water contain
ing "softeners" or lubricants, or cleansing with mineral oil or olive
oil.46

He warns, "Care should be taken not to cleanse irritable skins

too vigorously."^
Many authorities mention the loss of muscular and vascular
tone as a causative factor in pressure sores

:

Freeman states that

the loss of muscular tone and firm subcutaneous tissue produces Obliteration of the blood vessels at a bony prominence.49

Farquharson gives

as a cause the "loss of vasomotor control, resulting in paralytic
dilatation and consequent capillary damage."50 Many cite a loss of
sensation51 and a few refer to a condition that they call "spinal shock"

41Ibid.,

p. 207.

42Ibid.,

p. 215.

43Ibid.,

p. 208.

44Marion B. Sulzberger, et. al,, Dermatology Diagnosis and
Treatment (Chicago: The Year Book Publishers, Inc., 1961), p. 41.
45lbid.,

p. 44.

46Ibid.

47Ibid.,

48ceorgiade, loc. cit.; Husain, op. cit., p. 355.
49Freeman,
51Hubay,

loc. cit.

50Farquharson,

loc. cit.

o£. cit., p. 706.; Ryan, J^c. cit.

p. 60.
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which occurs in paraplegic patients. Yeoman and Hardy explain this
condition as one xn which there is loss of tone in the small vessels
below the level of lesion, though this gradually recovers to some
extent.
Reichel and Guttmann are particularly concerned about the shear
ing stress that is suffered by the patient.

Reichel points out that

patients in a high-Fowler's position experience both increased vertical
pressure and shearing force upon posterior tissues.
The torso, being inclined, tends to slide downward toward
the foot of the bed, transmitting this action to the sacrum
and its firmly attached deep fascia. The posterior sacral
skin, on the other hand, tends to remain in the same spot
because of friction between skin and bed. The interface
between skin and superficial fascia is interblocked and
unyielding. However, the deeper portion of the superficial
fascia is rather loose and mobile in the sacral area so that
within limits it slides easily in relation to the adjacent
well-anchored deep fascia. Thus, the effects of a shearing
force will be concentrated in the deeper portion of the super
ficial fascia.--1
Guttmann holds that the "effect of sheering stress . . .[ is] much
more disastrous than the more vertical pressure, as the former cuts off
larger areas from their vascular supply.

Campbell feels that although

shearing stress is an important factor, "one might dispute" the inference
that it is more important than vertical pressure.^"'
A number of physicians and nurses agree that "doughnuts" and
rubber rings may cause rather than prevent pressure sores. Collins
b2yeoman, loc. cit.
53samuel M. Reichel, "Shearing Force as a Factor in Decubitus
Ulcers in Paraplegics," Journal, of the American Medical Association,
166:762, February 15, 1958.
S^Guttmann, op. cit., p. 197.

^^campbell, loc. cit.
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refers to the "circle of pressure" caused by doughnuts and advocates
the use of rubber rings for short periods of time only,56

Guttmannfs

opinion is that both doughnuts and rubber rings cause pressure sores
through shearing stress.57

Campbell gives two reasons for disapproving

the use of foam rubber rings.
1. They create a false sense of security so that the patient
is turned less frequently.
2. They produce a circular area of pressure which can lead to
58

vasoconstriction and ischemia.

Malnutrition is listed as one of the chief causes of pressure
sores. This term usually refers to some combination of anemia, hypoproteinemia, and avitaminosis.59 Husain states, "Nutritive disturbances
and anaemia may well upset the resisting properties of the skin and
muscle."60

Mulholland makes the following statement:

In patients with protein malnutrition tissues are so
changed in character that it apparently takes a smaller
amount of pressure, or the same amount of pressure for a
shorter length of time to cause tissue necrosis.
According to Nyquist, a low hemoglobin means that there will be poorer
tissue oxygenation for tissue repair.

He also holds that inadequate

56Elizabeth M. Collins and Helen Solowinski, "Bed Sores—Their
Prevention and Treatment," American Journal jof Nursing, 49:689,
November 1949.
57 Guttmann, o£. cit., p. 205.
-?9Conway, log, cit.;
&0Husain,

58Campbell, OP . cit., p. 515.

Hubay, loo. oi_L.

loc. cit.

61john H. Mulholland, et. al., "Protein Metabolism and Bed Sores,"
Annals of Surgery, 118:1021, December 1943.
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protein levels lead to poor nutrition of the tissues.

A combination of

these factors results in weakness, decreased circulation and stasis.

Con

way and Griffith believe that the factors influencing malnutrition are
£ ey

infection, inadequate diet and loss of protein from pressure sores.

Yeoman and Hardy believe that nutritional deficiencies such as anemia
and hypoproteinemia are the results of pressure sores rather than the
cause.63

Matheson and Lipshitz found that there is a decline in hemo64

globin of one gram per cent each day with one pressure sore.

Immobility of the patient is considered to be another notable
cause of pressure sores.0"5

Wood mentions that patients who asked atten

dants not to turn them every two hours developed sores."" Lying quietly
in bed without moving for long periods of time will bring about a greatly
increased loss of protein metabolites through the urine,,6'
68
diminishes the reparative potential of the tissues.

This largely

Some authorities

cite a rise in serum globulin and a decline in serum albumin as factors
69

in the disturbed metabolic state which may cause pressure sores.
seems to be a factor in disturbed local metabolism.70

Heat

Collins found

that if blood vessels are unable to dilate, heat will increase the
metabolism of the area without bringing an adequate blood supply.

62Conway,

loc. cit.

8%atheson,

65Collins,
6%ood,

o3Yeoman,

This

loc. cit.

op. cit., p. 1129.

OP. cit., p. 688; Hubay, loc. cit.; Matheson, loc. cit.

loc. cit.

^7Editorial, loc. cit.

68William

Forster and Albert Lloyd Henderson, "Experience with
Anabolic Steroid (Deladumone) Therapy for Decubitus Ulcers: A Preliminary
Report," Current Therapeutic Research, 1:97, November 1959.
69Matheson,

loc. cit.;

Nyquist, loc. cit.
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causes a rapid breakdown of tissue.70

Infections, local and/or systemic

have also been cited as causes of pressure sores.
The mental state of the patient is considered by many to be an
important causative factor. Bateman attributes the formation of pressure
sores in many instances to the patient's disorientation. The sedation
given for this condition keeps the patient quietly in bed for a Longer
period of time than he might otherwise spend there.72

Mental apathy

also keeps the patient from moving about as he should.73

Weiss ascribes

the problem of pressure sores to psychological factors ranging from
understandable worry to depression and "physiologic suicide."74

Pathology.
The pathology of pressure sores has been described by a number
of writers.

Burston reports the various stages involved as follows:

1. Red area with signs of irritation and slight swelling.
2. Red area with edema, with or without a lash.
3. Red area showing mild to moderate maceration, with or
without small blisters as in a second degree burn.
4. Red area with both small and deep ulcerations.
5. Purple area with large bullous water blisters.
6. Hard black crust covering deep necrotic ulcer with
75
purple-red border.

70collins, _loc. cit.
7lHubay, loc. cit.; Yeoman, J^c. cit.
72Bateman,
74Weiss,

loc. cit.

loc. cit.

^Burston, op. cit., p. 175.

^Farqharson, loc. cit.
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Campbell, citing Groth, refers to the destruction of the tissue as
"cone shaped," i.e., broader in the deep tissues than at the surface.-"3
Snell explains this phenomenom in the following way:
The blood supply to the skin is better than that of the
subcutaneous tissues, and accounts for the often seen small
skin sinus leading to an enormous cavity beneath, with wide
undermining, usually with exposed bone in the floor.'1
Campbell attributes this undermining to infection,78 while Reichel
79
concludes that it is due to shearing force rather than infection.'^
Munro agrees with Burston's description of the various stages, but states
that in the beginning of a pressure sore there is an area of pallor which
is seldom seen.80

It is Georgiade's opinion that pressure sores begin

in the subcutaneous fat pad,81 while Farquharson states that the initial
lesion may be in the muscle. He bases this opinion on the results of
experiments that have been done on animals.82

Husain found in his

experiments that "localised pressure to the rat's leg obliterates many
more vessels in the muscle than in the subcutaneous tissue and skin over
the compressed region."83

He further states that pathological studies

have demonstrated muscle lesions long before superficial pressure sores
appear, and have shown that muscle lesions very often accompany pressure
sores. He cites investigations which have indicated that muscle tissue

'"Campbell, op. cit., p. 512.
77Snell,

loc. cit.

7^Reichel,

o£. cit., p. 763.

81-Georgiade, loc. cit.
8%usain,

78Campbell, .loc.
b0Munro,

82Farquharson,

_oj>. cit., p. 350.

cit.
o£. £it., p. 392.

_op. cit., p. 654.
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84
is more susceptible to pressure than either skin or fatty tissue.

Authorities agree that pressure over a bony prominence produces
local ischemia and prevents new blood from entering the area, thus
leading to a lack of oxygen and nutrition to the cells. The body's
attempt to remedy this situation causes the blood vessels to dilate.
At this point the patient feels pain. If he is not turned now, the
tissue remains without nutrition and oxygen. The area lies in an
accumulation of waste products which brings about the death of the
individual cells. The area becomes necrotic and is eventually sloughed
off, leaving an ulcer.

Because of this ulcer, the bursa of the bony

prominence may be opened to the outside. Infection and the destruction
O C

of the bursa follow, thus leading to osteomyelitis and sequestration.

Morrison cites the following factors as being important in the inhibition
of local circulation and drainage:
1.

Necrotic tissue and purulent debris.

2. Capillary blockage caused by fibrin thrombi or
agglutinated erythrocytes.
3. A barrier of excessive collagen frequently laid down in
Q£

slow healing lesions.

In addition to the previous reference to spinal shock, Berger
further explains it as the condition suffered by paraplegic patients

S^Ibid., pp. 355, 356.
^Jack C. Berger, "Surgical Treatment of Decubitus Ulcers,"
Plastic and Reconstructive Surgery, 20:207, September 1957.
^%ohn E. Morrison and John L. Casoli, "Continuous Proteolytic
Therapy for Decubitus Ulcers," American Journal of Surgery, 93:448,
March 1957.
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in which there is an absence of reflexes and a loss of tone of the
muscles and the walls of the blood vessels.
space inside the vascular system.

This creates an increased

Pools of blood seek the dependent

portions of the body and the flow of blood is decreased.

Pooling and

stagnation of the blood lead to local cellular anoxia and decreased
nutrition of the tissues. However, after six weeks the vascular
reflexes and tone reappear, the nutrition to dependent areas improves
87
and the tendency to pressure sores decreases.

Locations
Most authorities agree with Charcot'3®-' that the sacrum and the
greater trochanters are the most likely areas to develop pressure sores.
The ischial tuberosities and the heels are the next most vulnerable. In
third place are the anterior and posterior iliac spines.

In fourth place

are the knees, including the patellae and the medial condyles, and the
medial malleoli.

The lateral malleoli, the elbows, and the spines of the

scapulae are fifth; while the occiput, thoracic and costal areas, and
tibial crests rank sixth.

The areas that follow next in order of occur

rence are the fibular head, the dorsum of the foot, the lateral margins
of the toes, the perineum, the buttocks, the coccyx, the plantar surface
of the toes, the posterior aspect of the glans penis, the anterior aspect
of the thigh, and the calf of the leg.
As the patient lies supine, his sacral area takes the most
pressure.

His heels, the spines of his scapulae, and sometimes the

S^Berger, _££. cit,, p. 208.
^Charcot, op. cit., p. 57.
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calves of his legs rub on the bottom sheet.

If his pillow is not ade

quate or he has no pillow, pressure is felt on the occiput.

If he has

a foot board to prevent plantar flexion, there will be some pressure
on the plantar surface of the toes.

As he slides himself around in bed

his elbows rub, with some pressure, against the sheets which are fre
quently rather rough.

When the bed is placed in semi- or high-Fowler's

position, more pressure, as well as shearing stress, is brought to bear
on the buttocks and coccyx.
Frequently the patient is propped with pillows so that he lies
partly on his side.

In this position a good deal of pressure is felt

by the posterior iliac spines.

As reddened areas develop, he is turned

more from side to side, thus increasing the pressure on the greater
trochanters.

The lateral malleoli, the fibular head and the lateral

margins of the toes rub on the bottom sheet, while the medial malleoli
and medial femoral condyles rub together.
If the patient is turned to the prone position, pressure is put
on the anterior iliac spines, the patellae, the tibial crests, the
anterior aspect of the thigh, the dorsum of the foot, and the thoracic
and costal areas.

However, the patient in the prone position is least

likely to develop pressure sores, due to his ability to push himself
away from the bed.
When at last the patient is allowed out of bed and put into a
chair, his troubles are not yet ended.

A good deal of pressure is

exerted on the ischial tuberosities and the patient may be allowed to
spend several hours in a wheel chair without relief of this pressure.
Campbell also lists the plantar and posterior aspects of the heels and
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the lateral margins of the toes as possible pressure areas in the
sitting position.89

Guttmann mentions the importance of watching the

perineal area when the patient is in a wheel chair and the posterior
surface of the penis when he keeps a urinal in place.9u
Casts and braces also take their toll.

According to Guttmann,

the danger areas when a cast is worn are the spinous processes, ribs,
anterior and posterior iliac crests, and at the edge of the plaster.
Patients wearing braces should be checked frequently at the shins and
ankles.91

Nyquist emphasizes the pressure on the lateral and medial

92
malleoli caused by braces.
Prevention
One of the most essential aspects in preventing pressure sores
is the attainment and preservation of the best possible general health
of the patient.
Nutrition.

The importance of proper nutrition is stressed by

nearly all authorities. It is generally agreed that the bed-fast patient
must have a diet that is high in protein. Since "pressure sores are like
third degree burns with extensive protein loss from weeping surfaces,"
according to Campbell, he advises 135 grams of protein per day,93 while
Meloy recommends 140 grams per day.94

89Campbell,

9libid.

o£. cit., p. 513.
92Nyquist,

A high caloric, high vitamin

90Guttmann,

_££. c±t., p. 197

£2- £it., p. 927.

"Campbell, _oj>. cit., p. 514.
94William

C. Meloy and Robert L. Harding, "Reconstructive Surgery
in Paraplegia," American Journal of Surgery, 92:96, July 1956.
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diet with iron and vitamin supplements is prescribed by most physicians.
However, Mulholland holds that a high caloric diet is not necessary and
95
that vitamins do nothing in the presence of hypoproteinemia.

Weiss

recommends low caloric diets for obese patients and stresses that meals
for all patients should be well balanced, attractive, and served while
96
they are hot. Patients should be fed whenever necessary.
Johnson
advises giving high protein liquids via Levin tube if the patient is
unable to eat.97

Morrison emphasizes that we must "assure optimal

nutrition to the tissues" in order to "maintain the integrity of the
98
capillary and lymphatic systems."
Prevention of infection. Campbell points out that infection
anywhere in the body must be corrected,99 while Gelb and Snell particu
larly mention the importance of avoiding urinary infections since they
contribute to a poor general condition,Many authorities advise
administering whole blood if the hemoglobin falls below twelve or
fifteen grams per 100 cubic centimeters, as a means of aiding the pre. . , ..
101
vention of infection.
Medications.

95Mulholland,

Bateman administered tolazine hydrochloride, a

op. pit., p. 1022.

96Weiss,

JLoc. cit.

9•'Emily

A. Johnson, "If You Ask Me," American Journal of
Nursing, 54:971, August 1954.
98jq0rrison, pp. cit., p. 446.
--"Campbell, pp. cit., p. 514.
l°°Gelb, op. cit., p. 528; Snell, JLoc. cit.
lOljjatheson, p£« cit., p. 1130; Snell, pp. cit., p. 111.
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sympatholitic arid vasodilator, to his patients in order to improve the
blood supply to the skin.102 Forster prescribes androgen and estrogen
hormones to
promote the retention of nitrogen, phosphorus, sulfur,
potassium and intracellular water as well as sodium,
chloride and extracellular water in quantities and proportions that exist physiologically in healthy protein tissues.
Meloy advises fifty milligrams of testosterone per day to decrease the
excretion of nitrogen and to increase the appetite and general feeling
of well-being.10^
Positioning.

Authorities agree that the most significant factor

in preventing pressure sores is the avoidance of undue pressure on any
part of the body.

Some advocate turning the patient every hour, others,

every four to six hours.

However, the majority advocate turning the

patient every two hours, day and night.1^"' Yeoman and Hardy state,
"All pressure sores are avoidable, the main prophylactic treatment
being frequent and regular turning of the patient.®1

Tn

Pressure points are relieved by turning the patient like a
chicken on a spit in a methodical manner, by specially trained
orderlies, at very frequent intervals day and night whether
the patient be asleep or awake.107

102Bateman,

loc. cit.

10-*Forster,

loc. cit.

l°^Meloy, _££. cit., p. 97.
op. cit., p. 398; Matheson, eg* cit., p. 1130; Yeoman,
op. ext., p. 183; Guttmann, _££. cit., p. 205; Weiss, op. cit., p. 79.
10%unro,

106Yeoman, op. cit., p. 189.
107Rowland

Osborne, "The Treatment of Pressure Sores in Para
plegic Patients," British Journal of Plastic Surgery, 8:214
October, 1955.
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According to Reichel, sensations from the skin cause slight
changes in position during sleep.

People without disabilities turn

themselves, but paraplegics and other disabled patients depend on others
to turn them,1®^

The one position recommended above all others is the

prone position, which should be maintained for increasing lengths of
time.109
Appliances and cushioning.

Besides regular turning, many ways

are suggested to prevent undue pressure at a given point.

Carey recom

mends the application of slings to the legs when red areas are noticed
on heels. The legs should be elevated for thirty minutes, three times
a day for six weeks.

The patient should be watched for flexion contrac

tures and external rotation of the thigh.Rudd describes the use of
the hydraulic lift as a sling to elevate pressure areas away from the
bed and to facilitate bed pan service.111

Berger suggests suspending

the patient by hooks through the iliac crests to relieve pressure on
the sacrum.112 Guttmann recommends placing the sacral and trochanteric
areas on pillows and placing pillows under the calves of the legs to
113
prevent pressure on the heels.

Collins advocates as much mobilization

as possible for the patient and daily inspection of areas where there is
likely to be pressure. lj-!+

iOSReichel, op. cit., p. 762.
109Campbell, op. cit., p. 515; Ryan, loc. cit.
HOMary Duggan Carey, "Trading Post," American Journal of Nursing,
54:1112, September 1954.
i^Jacob L. Rudd, "The Hydraulic Lift for Decubitus Ulcers,"
Physiotherapy, 42:40, January 1956.
112Berger,

loc. cit.

H^Collins, op. cit., p. 689.

112Guttmann,

loc. cit.
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Most authorities advise against the use of rubber rings and
donuts.

Campbell seems to speak for the majority when he gives his

reasons for not using them.

In the first place, they impart a false

sense of security so that the patient is turned less frequently.
Secondly, they "create an annular area of pressure around .... [a]
point which can lead to vascular constriction with disastrous results."^"'
The alternating pressure pad is advocated by many. This is a
"heavy plastic material with interdigitating air cells which are
116
alternately inflated and deflated by means of an electric compressor."
This pad "provides regular, frequent, and automatic redistribution of
pressure points on the body . . . .and helps maintain adequate circu
lation to the skin in pressure areas.' '
Bulky dressings and pillows judiciously placed are considered
good prophylaxis for pressure sores. Davis warns that the appliance or
dressing must be large enough to include all the bony surfaces of an
area.Gelb mentions the use of padded trousers as a means of apply
ing a large bulky dressing.1^-"

In addition to pillows, Matheson recom-

mends the use of thick orthopaedic felt padding.120

Hubay includes sponge

rubber padding 121 and Weiss advises the use of rolled towels or pillows
to keep the knees apart in cases of adductor spasticity.122

Guttmann

strongly recommends the immediate removal of hard objects from the
H5campbell, loc. cit.

H-%eiss, loc. cit.

l^Mary
Hicks, "Alternating Pressure Pad," American Journal of
Nursing, 58:1008, July 1958.
J'-$Davis,

loc. cit.

l^-'Gelb, loc. cit.

12^-Hubay, op. cit., p. 707.

^O^theson, loc. cit.

^'-^Weiss, op. cit., p. 80.
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patient's pockets, following injury, and padding of the bony prominences.123
Those who have used sheepskin as a preventive measure recommend
it highly. It is resilient, soft, spongy and airy.

It distributes

pressure evenly and dissipates moisture and drainage.

It does not

wrinkle or produce friction by rubbing or sliding, is easily cleaned
and almost indestructible.Godfrey successfully used deer hides
125
instead of sheepskin for twenty-five years.

Recently a synthetic

fiber resembling sheepskin has been used experimentally.

At Milwaukee

County Mental Health Center a study of twelve patients using the soft,
fur-like fiber pads indicated that it was useful in preventing pressure
sores. The chief advantages of this fiber over sheepskin are that it is
nonallergenic, can be made into any desired size and shape, and is more
easily laundered.^zu
The use of a foam rubber mattress on a firm foundation is advocated
by many since it distributes the patient's weight more evenly than any
127
other kind of mattress.

The importance of a smooth bed with no wrinkles
128

and no crumbs is recognized by most authorities.

A sponge pad under

the draw sheet of an ordinary bed allows free circulation of air beneath

i23guttman, loc. cit.
12%)avis, loc. cit.; Margaret B. Woodruff, "To Prevent and Cure
Pressure Sores," American Journal of Nursing, 52:606, May 1952.
125"Sheepskins

and Levitation," What's New, North Chicago: Abbott
Laboratories, 228:26, Summer 1962.
126jane Barton, "New Fiber Helps Prevent Bedsores," Modern Hospital,
98:104, 105, May 1962.
l^Reichel, op. cit., p. 763; Collins, loc. cit.
l2^Georgiade,

op. ext., p. 93; Collins, loc. cit.
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the patient's body.^9 The Stryker frame and the Foster bed facilitate
frequent turning of the patient,130 while the oscillating bed changes the
pressure of the body from one area to another.131 Those who have used
them have found sawdust beds to be highly satisfactory. They prevent
pressure sores in patients who are especially vulnerable to pressure
sores, those of lowered vitality and resistance, the aged and infirm,
hemiplegic patients, spastic patients, those requiring long term bed
rest, incontinent patients, and hopelessly deteriorated, elderly psychotic
patients.

The sawdust beds prevented new sores in those already afflicted

as well as healing old ones. Sawdust is resilient, absorbent, deoderant
and economical.

It contains resins which have medicinal properties and

is soothing to the skin.

However, these beds have been resisted by workers

and relatives of patients as unesthetic, although they were well-liked by
the patients who used them. -3 *'
In England experiments in levitation have been performed on pigs.
The pig> whose weight equals the trunk weight of the average adult, is
suspended by a cushion of air provided by air jets arranged in rectangular
form. The twelve jets, six inches wide and one half inch deep supply two
thousand cubic feet of air per minute.
From the experiments conducted so far, it seems that lowpressure, high volume "levitation" may offer the following
129pauline Buechel, "The Trading Post," American Journal of Nursing,
52:1515, December 1952.

130nubay, loc. cit.; Meloy, loc. cit.
131]gerger, op. cit., p. 208.
132jj. Marguerite Hofmann, et. al., "Sawdust Bed Tnerapy," American
Journal of Nursing, 29:654, October 1949.
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advantages in treatment: (a) reduction in shock, (b) preven
tion of tissue-fluid loss, (c) rapid creation of a dry
antibacterial shield, and (d) a possibility of avoiding
bedsores.133
Reichel advocates keeping the paraplegic patient on a flat bed
or raising the head of the bed as little as possible.

By keeping the

bed flat added compressive or vertical force and all shearing force are
eliminated. If it is necessary to raise the head of the bed, it should
be raised only to a low angle and the patient prevented from sliding
down by use of a foot board. This should transform the shearing stress
at the sacrum to compression force at the soles of the feet. Of course,
the feet will need to be protected with padding,13^
General precautions. When the patient moves from the bed to the
wheel chair, his pressure problems go with him. Weiss recommends remov
ing arm rests on the chair to avoid trauma in transfer and seat cushions
made of four inch foam rubber with scooped out areas under any previous
ulcer sites.

Plywood under the cushion prevents sagging that results

in angular pressure on the trochanters. He makes an alternate suggestion
of an inflatable rubber cushion with open areas to avoid local pressure.135
A study of eleven normal adults sitting in chairs showed that two inch
rubber padding was more effective in decreasing pressure under the ischial
tuberosities than one inch padding, but "pressures under the tuberosities
1 Q£
were still in excess of the systolic pressures of all subjects tested.""0

133J.

T. Scales, "Levitation," Lancet, 2:1181, November 25, 1961.

13%leichel,
135Weiss,

loc. cit.

_££. cit., p. 80.

13%ichael Kosiak, et. al., "Evaluation of Pressure as a Factor in
the Production of Ischial Ulcers," Archives _of Physical Medicine and
Rehabilitation, 39:628, October 1958.
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Casts, splints, braces and all other orthopaedic appliances
should be watched carefully.

All pressure points should be inspected

frequently and the patient's position changed or the pressure otherwise
13 7
removed.

Floyd recommends incorporating dorsal stands into a spica

cast to prevent pressure on the patient's back.

Four six inch stands

are placed far enough apart to facilitate bedpan service, two adjacent
to the ribs and one posterior to each thigh.

The spica cast has a

1 3 ft
large opening over the buttocks.
When all other methods of prevent
ing pressure to an area fail, Gelb suggests the surgical removal of
139
bony prominences.
In addition to preventing excessive pressure, it is important to
keep the patient clean and dry.

Bateman specifies that the skin should

be washed with soap and water as infrequently as possible. Pressure areas
should be washed twice a week, or when soiled, with plain warm water and
carefully dried.

This washing does not remove the silicone vasogen cream

140
which is smeared thinly and evenly on the pressure areas every day.
Farquarson refers to this technique when he points out that the resistance
141
of the skin must be maintained or increased.
agrees.

However, Matheson dis

He holds that the whole body should be washed regularly with warm

soapy water and pressure areas massaged with alcohol daily.
The use of silicone-base creams as an alternative to this
method, as reported by Bateman (1956), has proved unsuccessful

^•-^Burston, op. cit., p. 174; Ryan, loc. cit.
--^Waldo E. Floyd, Jr., "Dorsal Stands for Spica Cast," Journal
of the Medical Association of Georgia, 48:73, February 1959.
139ceibj loc. cit.
lAlparquarson, _loc. cit.

^OBateman, loc. cit.
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and has been abandoned as an alternative method of skin
care.-^2
Howorth recommends washing with bland soap, alkali-free, making sure to
rinse and dry thoroughly.Meloy recommends a daily bath and thorough
i//

1

drying of the skin,^ while Peters suggests tub baths and light massage.
Collins feels that bathing should be limited since too much may lead to
maceration of the skin.According to Snell, frequent back washing
"produces only moist conditions conducive to infection. It is unneces
sary and to be condemned . . . Strong antiseptic lotions also are
unnecessary and may be harmful."^'i!
It is generally agreed that contact of urine and feces with the
skin should be kept at a minimum.

Bowel and bladder training for para

plegic patients is widely recommended.

Bed linen should be changed as

soon as it is soiled and a retention catheter inserted when the patient
is incontinent.

The skin must be kept scrupulously clean and inspected

daily.
Local topical medication is considered to be of secondary impor
tance to the general care of the

patient.1^

Davis condemns the use of

ointments such as boric acid ointment, A and D ointment, balsam of Peru,

142^jatheson, loc. cit.
14%. Beckett Howorth, A Textbook of Orthopedics (Stamford, 1959),
p. 147.
144j4eloy, loc. cit.
145Josephine E. Peters, "If You Ask Me," American Journal of Nursing,
54:971, August 1954.
146collins, 0£. ext., p. 688.

147snell, loc. cit.

I48weiss, op. cit., p. 79; Meloy, loc. cit.; Georgiade, loc. cit.
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and scarlet red.-^O

Collins recommends zinc ointment or lanolin for

patients with dry skin, but warns that colored ointments obscure the
151
changes that take place in the color of the lesion.

Cannell advises

plastic spray to cover the areas of impending pressure sores,1^2

pr0m

two studies, involving a total of one hundred fifty-one patients, Hughes
and Wigley concluded that the regular use of a pure silicone spray on the
1 5^
skin is the method of choice in preventing pressure sores. J

This is

in agreement with Bateman's findings.
Opinions vary about the use of heat and massage.

Hayhurst pre

scribes infra-red treatment for twenty or thirty minutes twice a day,
followed by massage, and ultra-violet treatment as indicated.

Treat

ments should be carried out seven days a week.^-3^ Matheson comments,
"Analgesic skin will not tolerate hot water bottles, heat lamps or
prolonged exposure to direct sunlight."155 Howorth concurs by stating
that no heat over one hundred degrees Fahrenheit should be used on anes
thetic skin. He adds, "Massage of the skin may be used but should be
gentle and without friction or sliding of the skin on subcutaneous
tissues."^"*50

Collins explains that if the blood vessels are unable to

IjQoavis, loc. cit.

•^•'•Collins, loc. cit.

152ina June Cannell, "Plastic Spray," American Journal of Nursing,
58:1009, 1010, July 1958.
153J. P. W. Hughes and G. S. Wigley, "Silicone Sprays in Prevention
and Treatment of Decubitus Skin Disorders in Domiciliary Nursing,"
British Medical Journal, 5298:156, July 21, 1962.

154james r. Hayhurst and Harry W. Kirk, "The Treatment of Pressure
Areas: A Preventive and Curative Program," Physical Therapy Review,
40:519, 520, July 1960.
^Matheson, loc. cit.

""^"Howorth, op. cit., p. 148.
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dilate, heat will increase the metabolism of the area, but there will
not be an adequate blood supply to nourish the tissues.

This causes a

rapid breakdown of the tissues.
Authorities agree that early ambulation, physical therapy, pas
sive and active exercizes are highly beneficial in maintaining and
improving the patient's circulation.

This, in turn, retards the loss

1 SR
of protein metabolites through the urine,
and also improves muscular
tone.13^

When circulation has been impaired by pressure, it must be

restored as quickly as possible.

"Blanching of the skin by finger

pressure indicates the absence of thrombosis in underlying vessels and
the reversibility of the local skin condition."

Freeman describes

the physiology of relieving ischemia that has not been unduly prolonged.
The relief of ischemia ... is followed by reactive
hyperemia which flushes out the injurious metabolites and
restores the tissue if the relief interval is long enough.161
The importance of good mental health in the prevention of pressure
sores should not be underestimated. The patient must receive emotional
support and be motivated toward recovery because depression may precede
the formation of sores.152

Occupational therapy, physical therapy and

physical re-education play a large part in keeping the patient's morale
high and in stimulating the appetite.163

Hubay reminds us that each

patient is an individual personality problem and will respond best, not

157Collins,
159Hussain,

JLoc. cit.
oj>. cit., p. 356.

16lFreeman, loc. cit.
163Berger,

158Forster,

loc. cit.

160Nyquist,

_loc. cit.

162Nyquist,

loc. cit.

loc. cit.; Campbell, _o£. cit., p. 514.
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to rigid routines, but to procedures which are adapted to his own
needs.*
Teaching.

Prevention of pressure sores depends on teaching both

patients and attendants the principles and techniques involved.^5
Some patients have been taught to keep their own charts for turning in
1 6u
6

order to impress them with the importance of this activity.

The

patient who is unable to turn himself should be taught to ask for turn
ing at regular intervals since his nursing care may be given by
untrained personnel.

167

Patients should be taught to report promptly

any soiling of themselves or their linen.Patients in wheel chairs
should be taught to inspect their skin for signs of irritation and to
change their positions frequently.

The length of time spent in the

wheel chair should be less than that which produces skin irritation.
Paraplegic patients should be taught to inspect themselves (whether in
169
bed or in wheel chair) at regular intervals with long handled mirrors. 7
All patients should be made "sore conscious"170 by continuous and
repetitive teaching.'^''"
Summary
A review of literature concerning pressure sores was made. The
writers of the books and periodicals were physicians, nurses, and physical

l^Hubay, loc. cit.
l^Snell, op. cit., p. 110; Wood, loc. cit.
166Wood,

loc. cit,

167Hubay,

loc. cit.

168j4atheson, loc. cit.

^^Weiss, foe, cit.

170Gelb, loc. cit.

17lGeorgiade, loc. cit.

therapists.

The material was organized according to definition of

terms, classification, seriousness of pressure sores to the patient,
etiology, pathology, locations, prevention, and teaching.
reviewed under prevention included the following:

The material

the value of good

nutrition; methods of preventing infection; medications to build the
resistance of the patient; positioning; modern appliances and cushion
ing; general precautions; the importance of cleanliness; maintenance
of good circulation; maintenance of good mental health; and teaching.

CHAPTER IV
THE DATA:

ANALYSIS AND INTERPRETATION

The purpose of this chapter was to show the treatment and inter
pretation of the data obtained from interviewing fifty bedside nurses
in four different hospitals in the greater Los Angeles area.
An interview guide was designed to determine what bedside nurses
knew about preventing pressure sores. It was assumed that what the bed
side nurses said they did about preventing pressure sores was reasonably
comparable to what was actually done. The answers to the questions were
tabulated, categorized, analyzed, and interpreted.

These answers were

classified under the same headings as were used in the interview guide.
Introductory Questions
Of the fifty bedside nurses interviewed, twenty-three were
nursing aides or attendants, fifteen were licensed vocational nurses,
and twelve were registered nurses.

Nine of the registered nurses were

graduates of three year hospital diploma programs, while three were
graduates of collegiate programs.

Their responses were consolidated

for treatment irrespective of their educational backgrounds.

As shown

by Table I, the bedside nurses interviewed had cared for different kinds
and types of patients in several hospital areas.
Definitions of pressure sores. Twenty-eight per cent of the
interviewees defined a pressure sore as an area of skin that is reddened
or bruised and later broken, while seventy-two per cent defined it only
41
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TABLE I
KINDS OR TYPES OF PATIENTS THAT INTERVIEWEES
STATED THEY CARED FOR

Hospital Areas

Number of
Bedside Nurses

Per Cent

General medical

13

26

Orthopaedic

10

20

Neurological

7

14

Rehabilitative

7

14

6

12

General surgical

5

10

Central nervous system diseases . . .

2

4

Acutely ill patients in critical
condition

1

2

50

100

Geriatric

Total

...
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as an area of broken skin.

One individual stated that, "Pressure has

caused bruising and caused an ulcer and falls out." Only twenty-eight
per cent were aware that redness was the first stage of a pressure sore.
Sixty-four per cent enlarged on their answers by explaining what
they felt were the causes of bed sores or decubitus ulcers. Fifty-two
per cent considered them to be caused by pressure.
understanding of the need to turn patients.

This indicated an

The rest held various

opinions, as shown by Table II.
Prevention of pressure sores. Fifty-six per cent of the bedside
nurses stated unconditionally that pressure sores could be prevented,
although one of these individuals specified that this could be accom
plished only in a hospital. Forty-four per cent said that pressure
sores could usually or sometimes be prevented, implying that pressure
sores could be prevented only under certain conditions.

This indicated

an acceptance of pressure sores as a part of the patient's infirmity
and possibly would weaken the resolution of the nurse to prevent them.
Methods of prevention.

Ninety-six per cent of the interviewees

mentioned turning the patient as a method of preventing pressure sores.
Forty-four per cent said that turning should be done frequently, ten
said that it should be done at regularly scheduled intervals, and one
emphasized that the prone position is of particular value as a preventive
measure. There seemed to be general understanding among the interviewees
that turning prevents pressure sores.
Forty-two per cent of the interviewees stated that they massaged
their patients to prevent pressure sores. Thirty-four per cent stated

TABLE II
CAUSES OF PRESSURE SORES AS STATED
BY INTERVIEWERS

Number of
Interviewees

Per Cent

26

52

Lying in bed too long in one position
or rubbing on sheets

4

8

Poor physical condition

2

4

Lack of circulation

2

4

Dampness, including perspiration, urine,
feces

2

4

Causes
Pressure

Number of Responses per Person
Responses

Respondents

1

27

2

5

The average number of responses per person was 1.1.
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that the patient should be kept clean. Of these, six recommended bowel
and bladder training when necessary, one stated that the skin should be
scrubbed with green soap, and one suggested giving patients low residue
diets to prevent diarrhea.

Thirty-two per cent stated that the patient

should be kept dry. The concept of keeping patients clean and dry, as
a method of preventing pressure sores, was apparently shared by less
than forty per cent of the interviewees.
Other methods of prevention were mentioned by a varied number of
individuals as shown by Table III. More bedside nurses advocated the
use of alcohol, lotion, and tincture of benzoin than recommended the
use of cornstarch or powder.

The concept of putting a medicament on

the skin to prevent pressure sores seems to have been well established.
Sixteen per cent of the interviewees mentioned the importance of
avoiding wrinkles and crumbs in the patient's bed.

One of these stressed

giving attention to the mattress pad, which may wrinkle badly. Fourteen
per cent stated that a nutritional diet was important to the patient.
Twelve per cent specified that they would observe the patient's bony
prominences in particular for pressure areas. Other recommended methods
of preventing pressure sores, e.g., watching for friction burns, padding
with pillows or sheepskin, and gaining the patient's cooperation, were
mentioned by only one to three individuals. Apparently fewer than
twenty per cent of the interviewees understood the various aspects of
preventing pressure sores.
Thirty-six per cent of the bedside nurses stated that there were
some kinds of patients in whom pressure sores could not be prevented.
A total of fourteen kinds of patients were set forth. Twelve per cent
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TABLE III
HOW INTERVIEWEES STATED THAT PRESSURE
SORES COULD BE PREVENTED
Number of
Interviewees

Method

Per Cent

48

96

Massage

21

42

Keep patient clean
Train bowel and bladder ....
Scrub with green soap . . . . .
Provide low residue diet . . . .

17

34

16

32

Apply alcohol to patient's skin

9

18

Avoid wrinkles and crumbs in bed

8

16

Provide nutritional diet .....

7

14

Apply lotion to patient's skin

7

14

Place rubber rings and donuts around pressure
points

6

12

Observe danger points and bony prominences

6

12

Apply tincture of benzoin to patient's skin «

3

6

Position and pad patient with pillows ....

3

6

Place sheepskin under patient . .

3

6

Apply cornstarch or powder to patient's skin

2

4

Keep circulation stimulated

2

4

Expose problem areas to fresh air

2

4

Turn patient
Frequently
22
On regular schedule
10
To prone position particularly .
1

6
1
1

Keep patient dry

Watch mattress pads particularly

1

Method

TABLE III (continued)
Number of
Interviewees

47
Per Cent

Maintain general good health of patient ...

1

2

Watch for brush burns

1

2

Keep patient from scratching himself ....

1

2

Keep patient's heels off of bed and
feet separated

1

2

Wash back with soap and water before each
massage

1

2

Place patient on alternating pressure pad . .

1

2

Keep cotton and talcum from under casts ...

1

2

Attend to first breakdown of skin immediately

1

2

Teach patient to inspect own skin

1

2

Gain patient's cooperation

1

2

Number of Responses per Person

50
The average number of responses per person was 3.4.
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mentioned patients with sensitive skin, ten per cent mentioned thin
patients, and six per cent mentioned patients in generally poor health.
Eleven other classifications of patients were brought out by one or two
interviewees as shown by Table IV.

This indicated that nearly forty per

cent of the interviewees approached the problem of preventing pressure
sores with the idea that some pressure sores could not be prevented.
This would tend to weaken the effectiveness of whatever preventive
measures might be instituted.
Summary.

Only twenty-eight per cent of the interviewees were

aware that redness was the first stage of a pressure sore. Fifty-two
per cent explained that bed sores or decubitus ulcers were caused by pres
sure.

Fifty-six per cent stated that pressure sores could be prevented

at all times, but forty-four per cent implied that pressure sores could
be prevented only under certain conditions.

This indicated that these

bedside nurses may have accepted pressure sores as a part of the patient1
illness.

Ninety-six per cent advocated turning the patient to prevent

pressure sores.

There seemed to be general understanding among the

interviewees that turning prevents pressure sores.
advocated massage.
of this measure.

Forty-two per cent

Opinion was rather evenly divided as to the efficacy

Thirty-four per cent stated that the patient should be

kept clean, and thirty-two per cent, that he should be kept dry. The
concept of keeping patients clean and dry to prevent pressure sores was
shared by less than forty per cent of the interviewees.

Bedside nurses

who advocated the use of alcohol, lotion, and tincture of benzoin were
more numerous than those recommending the use of cornstarch or powder.
The concept of putting medicaments on the skin to prevent pressure sores
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TABLE IV
PATIENTS IN WHOM PRESSURE SORES CANNOT BE
PREVENTED AS STATED BY EIGHTEEN INTERVIEWEES
Number of
Interviewees

Conditions of Patients

Per Cent

Patients with sensitive skin

6

12

Thin patients

5

10

Patients with generally poor health

3

6

Geriatric patients

2

4

Patients \dio scratch themselves*

2

4

Patients who cannot be turned

2

4

Patients for whom turning is painful ....

1

2

Terminal patients

2

Patients who need constant care .......

2

Patients who lack protein in their diets . .

2

Patients who lack vitamins in their diets . .

2

Patients who are dehydrated

2

Patients with paraplegia or spina bifida . .

2

Patients wearing casts . . .

2

*0ne of these bedside nurses also mentioned generally
uncooperative patients who will not stay positioned, leave
medication on the skin, or eat.
Number of Responses per Person
Responses

Respondents

1

11

2
3

5
1

5

_1_
18
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seems to have been well established. Other methods of preventing pres
sure sores were mentioned by less than sixteen per cent.

Apparently,

less than twenty per cent of the group understood more than a few of the
various aspects of preventing pressure sores. Thirty-six per cent of
the interviewees stated that there were some kinds of patients in whom
pressure sores could not be prevented. This would tend to weaken their
determination to prevent the problem.
General Precautionary Measures and the Reasons Given for Them
When asked how often they checked their patients for pressure
sores, thirty-eight per cent of the interviewees stated that they checked
their patients for pressure sores every two hours.

Twenty per cent stated

that they checked every three or four hours or twice each shift.

Eighteen

per cent stated that they checked for pressure sores once a day, while
ten per cent checked three times a day or once each shift. Altogether,
sixty per cent of the interviewees checked their patients for pressure
sores at least twice each shift. Forty per cent of the interviewees
checked their patients less frequently.

This indicated that a fairly

large number of bedside nurses were not aware of the importance of check
ing patients frequently.

A summary of the replies is found in Table V.

A total of fifteen areas of the body were indicated as being
checked by the interviewees for pressure sores. Sixty per cent of them
checked the heels of the patients. Fifty-six per cent checked the el
bows; fifty-two per cent, the trochanters; and forty-eight per cent, the
scapulae.

Although twenty interviewees stated that they checked the

coccyx and sixteen, that they checked the sacrum, it is more likely that
all thirty-six of them checked the sacrum since that is the more prominent
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TABLE V
HOW OFTEN INTERVIEWEES STATED THEY
CHECKED PATIENTS FOR PRESSURE SORES

Frequency of Checking

Number of
Interviewees

Per Cent

Every two hours

38

Every three or four hours or
twice each shift

20

Once a day

18

Three times a day or once each shift

. . .

5

10

No routine

. . .

4

8
4

Twice a day
Every hour
Total

. . .

1

2

50

100
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of the two bony surfaces. Fifteen interviewees checked their patients'
ankles and the same number checked the spines.

Ischiel tuberosities

and knees were each checked by twelve bedside nurses. The interviewees
seemed to be aware of which bony prominences were most likely to develop
pressure sores, and mentioned these the most frequently. However, only
three mentioned the importance of checking for pressure areas around
the edges of casts; only two, checking under splints and braces; and
only one mentioned checking the areas of the body that were in contact
with traction equipment. It appeared, then, that although the bedside
nurses were aware of the importance of checking bony prominences for
pressure sores, they were not aware of the importance of checking areas
of the body which were in contact with equipment or appliances over a
period of time.

The complete list of responses is shown by Table VI.

In answer to the question, "What signs and symptoms do you watch
for as early indications of a bedsore or decubitas ulcer?" ninety-six per
cent of the interviewees stated that they watched for redness of the skin.
This apparent contradiction to the findings of the first question, where
only twenty-eight per cent appeared to be aware that redness was the
first stage of a pressure sore, indicated that the wording of the ques
tion had affected the responses. Only eighteen per cent stated that
they watched for breaks in the skin and only eight per cent watched for
blisters.

Patients' complaints of soreness, dryness of the skin, pressure

marks on the skin and the temperature and odor of a cast were mentioned
by only one interviewee.

Although nearly one hundred per cent of the

bedside nurses were aware that redness was an early indication of a
pressure sore, other early indications were watched for by only thirtyfour per cent.

Table VII summarizes these replies.
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TABLE VI
BODY AREAS CHECKED FOR PRESSURE
SORES BY INTERVIEWEES

Areas

Number of
Interviewees

Per Cent

Heels

30

60

Elbows

28

56

Trochanters

26

52

Scapulae

24

48

Coccyx

20

40

Sacrum

16

32

Ankles

15

30

Spine

15

30

Ischial tuberosities . . .

12

24

Knees

12

24

Bony prominences in general

10

20

Rib cage

6

12

Feet

5

10

Under cast edges

3

6

Under splints and braces

2

4

Clavicles

1

2

Pelvis

1

2

Under traction equipment

1

2
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TABLE VI (continued)

Number of Responses per Person
Responses

Respondents

1

1

2

6

3

8

4

12

5

11

6

4

7

3

8

3

9

1

10

1

50
The average number of responses per person was 4.5,
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TABLE VII
SIGNS AND SYMPTOMS WATCHED FOR BY INTERVIEWEES
AS EARLY INDICATIONS OF
PRESSURE SORES

Number of
Interviewees

Per Cent

48

96

Breaks in the skin

9

18

Blisters

4

8

Patients' complaints of soreness

1

2

Dry skin

1

2

Pressure marks on skin

1

2

Temperature and odor of cast

1

2

Signs and Symptoms
Redness

Number of Responses per Person
Responses

Respondents

1

37

2

11

5

2
50

The average number of responses per person was 1.3.
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Diversified action was taken by the interviewees when they found
early indications of pressure sores.

Only thirty-eight per cent of the

bedside nurses stated that they kept the patient off of the affected
area. This indicated an apparent lack of understanding by the other
interviewees of the importance of immediate action in completely elimi
nating any pressure on the area. Thirty-six per cent stated that they
reported early indications to the head nurse, team leader, or doctor.
Twelve of these also initiated some preventive measures, while six
merely reported the situation.

Thirty-two per cent of the interviewees

stated that they massaged the affected area. Forty-eight per cent stated
that they applied some medicament to the skin to prevent further break
down of tissue.

Twenty-eight per cent mentioned more than one medica

ment. It appeared that nearly fifty per cent of the interviewees
depended on applications of medicaments to the skin to prevent pressure
sores. This is shown by Table VIII.
Sixty-eight per cent of the interviewees turned their patients
every two hours and twelve per cent turned them more often. Twenty per
cent turned patients every three or four hours. A total of eighty per
cent of the interviewees indicated their awareness of the importance of
turning by systematically turning patients at least every two hours, as
shown by Table IX.
Thirty-eight per cent stated that the purpose of turning patients
was to stimulate circulation, and thirty per cent said that it was to
relieve pressure. Twenty-six per cent stated that preventing pressure
sores was the primary purpose of turning, while twenty-four per cent
said that this was the secondary purpose of turning. Twenty per cent
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TABLE VIII
WHAT INTERVIEWEES STATED THEY DID NEXT
AFTER FINDING EARLY SIGNS AND SYMPTOMS

Number of
Interviewees

Per Cent

Kept patient off of affected area

19

38

Reported to head nurse, team leader, or
doctor . . . .

18

36

Massaged affected area

16

32

Applied compound tincture of benzoin . . .

15

30

Applied alcohol, tincture of merthiolate,
tincture of zepherin, or Bactine . . . .

13

26

Checked turning schedule to see if patient
needed more frequent turning

8

16

Found cause and eliminated it

7

14

Applied cornstarch or powder

5

10

5

10

Applied rubber rings or donuts

4

8

Applied lotion

4

8

Padded with pillows or sheepskin .....

3

6

Applied heat lamp to affected area ....

2

4

Applied silicone spray

2

4

Exposed affected area to air

2

4

Action Taken

Washed affected area
With Phisohex
With surgical soap

2
1
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TABLE VIII (continued)
Number of
Interviewees

Action Taken

Per Cent

Ambulated patient

1

2

Applied continuous moist packs
(saline or acetic acid)

1

2

Applied hot and cold

1

2

Placed alternating pressure pad under patient

1

2

Placed softer linen under patient

1

2

1

2

1

2

Placed foam rubber under affected area
Kept patient dry

..

Number of responses per person

50
The average number of responses per person was 2.6.
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TABLE IX
HOW OFTEN INTERVIEWEES STATED
THEY TURNED PATIENTS

Frequency of Turning

Number of
Interviewees

Per Cent

Every two hours

34

68

Every three to four hours ....

10

20

6

12

50

100

Every one to two hours
Total

TABLE X
PURPOSES OF TURNING AS STATED
BY INTERVIEWEES
Number of
Interviewees

Per Cent

To stimulate circulation

19

38

To relieve pressure

15

30

To prevent pressure sores (primary purpose)

13

26

To prevent pressure sores (secondary purpose) 12

24

To make patient more comfortable

10

20

2

4

To improve patient's morale

1

2

To keep area dry

1

2

To permit free circulation of air around
patient

1

2

To prevent complications

1

2

Purposes

Purpose unknown

........

Number of Responses per Person
Responses

Respondents

0

5

1

14

2

22

3

7

4

2
50

The average number of responses per person was 1.5.
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stated that the purpose of turning was to make the patient more com
fortable. All together, eighty per cent stated that either the primary
or secondary purpose of turning was to relieve pressure or to prevent
pressure sores. This indicated a general understanding of the purpose
of turning patients.

Table X shows a summary of the responses.

The question was asked, "Do you ever wait for patients to call
before you turn them?" Forty of the interviewees stated that they
never waited for patients to call before turning them, while five
admitted that they sometimes waited for patients to call. Two answered
that patients were turned on request if they refused to turn at scheduled
intervals or if they asked to be turned before the stipulated time.

One

bedside nurse replied that if patients called before the regular turning
time, they were not turned since they had not been off of certain areas
of the body long enough. One interviewee stated that some patients
called frequently, implying that patients could not be turned every time
they called.

Another replied that the attendants turned the patients,

thus expressing a lack of interest in this phase of nursing care.

How

ever, eighty per cent of the interviewees apparently turned their patients
as often as possible.
When the interviewees were asked if they put anything on the
patient's skin to prevent pressure sores, only ten answered in the nega
tive. Forty bedside nurses answered that they put some medicament on the
skin to prevent pressure sores. Twenty-seven listed more than one medi
cament. Table XI shows the medicaments listed and the number of bedside
nurses who mentioned each one. Twenty-three listed compound tincture of
benzoin; nineteen mentioned lotion; seventeen, alcohol; and ten, corn
starch or powder.

The others were mentioned by only one or two interviewees.
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It was apparent that eighty per cent of the interviewees depended to
some extent on applying medicaments to the skin to prevent pressure
sores.
Table XII shows the effects of these medicaments on the skin,
as stated by the interviewees.

The opinions concerning the efficacy

of compound tincture of benzoin were varied. Fifteen interviewees
stated that it "toughened" the skin and made it "hard." Five said
that it gave a protective coating; and three, that it healed the skin.
Three stated that they did not know what tincture of benzoin did for
the skin and two stated that it kept the skin dry. One interviewee
said that tincture of benzoin pulled off the skin so that the pressure
sore then became the doctor's problem.
Six bedside nurses stated that lotion softened the skin and six
said that it put a protective coating on the skin. Five stated that
lotion kept the skin moist and four, that it prevented irritation.
Three interviewees said that lotion toughened the skin; two, that it
improved circulation; and one stated that applying lotion to the patient's
skin helped to keep on the powder. Three of those who said that lotion
softened the skin and kept it moist felt that the use of lotion might
contribute to maceration of the skin. However, they apparently continued
to use it when they were told to do so by those in charge.

These nine

teen interviewees held varied, and sometimes contradictory, opinions
concerning the use of lotion on the patient's skin.
Twelve of the seventeen interviewees who advocated alcohol stated
that it "toughened" the skin, while six said that it kept the skin dry.
Three said that it cooled the skin and three, that it improved circulation.

TABLE XII
THE EFFECTS OF MEDICAMENTS ON THE SKIN
ACCORDING TO INTERVIEWEES

3

Tincture of
merthiolate

Heals skin

1

Phisohex

2

1

Furacin ointment

Keeps skin dry

1

Destin ointment

1

1

Tincture of
zepherin

6

2

Soap and water

5

Silicone spray

Coats skin

Gentian
violet

12

Bactine

3

Toughens skin

Cornstarch or
powder

Alcohol

15

Effects

+.

i

Lotion

Tincture of
benzoin

Medicaments

6

Cools skin

1
1

5
1

1

1

2

1

3

Improves circu
lation

2

Cleans skin

3
1

Prevents irritation

4

Softens skin

6

Keeps skin moist

5

Keeps powder on

1

Prevents friction

1

3

2

Reduces bacteria
Pulls off skin

1

Unknown

3

5

1

1

•r
T—
4r»C
•r
4r-
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Two of those who said that alcohol kept the skin dry felt that it pre
vented dampness and subsequent maceration, while two others felt that
it dried the skin so much that it produced cracks in the skin.

Apparently,

this did not prevent them from continuing to use alcohol if they were
told to do so.

The effect of alcohol on the skin did not seem to be

understood by many of these interviewees.
Five of the ten bedside nurses who used cornstarch or powder
admitted that they did not know what this did for the skin.
five stated that it kept the skin dry.

The other

Three of these said that it also

prevented irritation and two, that it prevented friction of the skin
against the bed linen.

Only half of those using powder understood the

effect that it had.
Forty bedside nurses used a wide variety of medications, powders,
and lotions on their patients' skin to prevent pressure sores.

Some had

a clear idea of why they put a particular medicament on the skin, while
others did not.

Some of the statements were based on scientific princi

ples, while others merely reflected an acceptance of tradition.

A few

interviewees admitted that they applied some medicament to the skin,
even though it seemed detrimental, simply because they were directed to
do so.

The amount of moisture necessary to keep the skin in good condi

tion did not seem to be understood by some.

The findings indicated that

bedside nurses need to have a more judicious understanding of the effects
of medicaments on the skin.
The question was asked, "How often do you massage your patients?"
Fourteen interviewees stated that they massaged their patients every
time they were turned.

Ten stated that they massaged their patients
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once during each shift and eight, that their patients were massaged
twice during each shift.

Interestingly, eight bedside nurses stated

that they never massaged their patients and gave various reasons for
not doing so.

Six of them stated that in order to massage, something

needed to be put on the skin to reduce friction and that this would clog
the patient's pores.

Therefore, they said that massage was only done by

physical therapists and on the order of the patient's physician.

Another

interviewee stated that massage was only done on the doctor's order
around reddened areas of skin.

The opinion was expressed that patients

should not get used to massage since they probably would not have it at
home.

According to another interviewee, massage made the skin soft, and

thus prone to develop pressure sores.

In short, opinion was divided

about the efficacy of massage in preventing pressure sores.

However,

eighty-four per cent of the interviewees massaged their patients with
some regularity, as shown in Table XIII.
Table XIV shows the massage vehicles that the bedside nurses
stated they used.

Twenty-eight stated that they used lotion for massage;

twenty-two, that they used alcohol; six, that they used powder; and two,
that they used nothing.

Thirty-two per cent of these interviewees used

more than one of the listed vehicles. Fifty-six per cent of the bedside
nurses who massaged their patients used lotion.
Summary.

Sixty per cent of the interviewees checked their pat

ients less frequently.

This indicated that a fairly large number of

bedside nurses were not aware of the importance of checking patients
frequently.

The interviewees were aware of the importance of checking

the patient's bony prominences for pressure sores, but apparently were
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TABLE XIII
HOW OFTEN INTERVIEWEES STATED
THAT THEY MASSAGED PATIENTS

Frequency

Number of
Interviewees

Per Gent

Every turning

28

Once each shift ....

20

Twice each shift

16

Never

8

16
10

Twice in twenty-four hours .
Once in twenty-four hours .

6

Three times each shift

2

Four times in twenty-four hours . . . .

2

Total

50

100
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TABLE XIV
WHAT INTERVIEWEES STATED THEY
USED FOR MASSAGE

Number of
Interviewees

Per Cent

Lotion

28

56

Alcohol

22

44

Powder

6

12

Nothing

2

4

Massage Vehicles

Number of Responses per Person
Responses

Respondents

0

5

1

15

2

25

3

5
50

The average number of responses per person was 1.2.
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not aware of the importance of checking areas of the body which were in
contact with equipment or appliances over a period of time.

An apparent

contradiction between the findings of the first question and those of
the sixth question indicated that the wording of the questions may have
affected the responses.

Nearly one hundred per cent of the bedside

nurses were aware that redness was an early indication of a pressure
sore.

Other early indications were anticipated by only thirty-four per

cent.

When the interviewees found early indications of pressure sores,

it appeared that nearly fifty per cent of them depended on applications
of medicaments to the skin to prevent pressure sores. More than sixty
per cent apparently lacked understanding of the importance of immediate
action in completely eliminating any pressure on the area.

The findings

of questions eight through ten indicated that eighty per cent of the
interviewees systematically turned their patients at least every two
hours or as often as possible for the purpose of preventing pressure
sores.

Even so, question eleven indicated that eighty per cent of these

bedside nurses depended to some extent on applying medicaments to the
skin to prevent pressure sores. These forty bedside nurses used a wide
variety of medications, powders, and lotions on their patients' skin
with various results. Although opinion was divided as to the efficacy
of massage in preventing pressure sores, more than eighty per cent of
the interviewees massaged their patients with some regularity.

Fifty-

six per cent used lotion as a massage vehicle.
Precautionary Measures for Specific Conditions
In questions number fifteen through number twenty-one the inter
viewees were asked to describe the precautionary measures they used to
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prevent pressure sores in patients with specific conditions such as
casts, traction, hemiplegia, paraplegia, quadriplegia, or unconsciousness.
Twenty-two, or forty-four per cent, stated that they kept pressure off of
the sacral area when the patient was in a cast.

Eighteen, or thirty-six

per cent said that they used pillows as padding and to keep the patient
in position. Fifteen said that they padded the edges of the cast with
sponge rubber or some similar material. Seven interviewees emphasized
the importance of the prone position when a patient was in a cast; seven
massaged the skin under a cast, as far as they could reach; and seven
said that they treated patients in casts in the same way as any other
patients.

Altogether, seventy-six per cent of the interviewees used

one or more measures to prevent pressure sores in patients with casts,
although less than ten per cent seemed aware of many of the measures.
This indicated that although the interviewees were generally aware of
the contingency of pressure sores when a patient was wearing a cast, more
than ninety per cent did not have a complete understanding of the methods
of prevention.
Ten interviewees, or twenty per cent, stated that they treated
patients in traction in the same way as any other patients. Five, or
ten per cent, said that they turned these patients frequently. Other
measures were mentioned by less than ten per cent of the group. Apparently,
most of the interviewees were not aware either of the increased possibility
of pressure sores in these patients or of the various methods of prevent
ing them.
Nineteen, or thirty-eight per cent, of the respondents prevented
pressure sores in hemiplegic patients by having them exercise or ambulate.
Eleven, or twenty-two per cent, treated them in the same way as any

CHAPTER III
METHOD OF APPROACH
Selection of the Method
The descriptive-survey method was selected for the study. This
method of problem-solving is an appropriate approach
wherever the objects of any class vary among them
selves and one is interested in knowing the extent to
which different conditions obtain among these objects.
The interview technique was decided on because it was assumed
that accurate information could be obtained more readily through inter
viewing than through procuring written answers to a questionnaire.

The

questions asked by the interviewer could be clarified when necessary
and the interviewee could be reasonably sure that the answers were under
stood.

It was further assumed that under these circumstances the inter

viewee would be able to feel that he or she played an important part in
the research and would cooperate by giving as accurate information as
possible.
Preparation of the Evaluation Instrument
An interview guide was prepared since it was deemed necessary to
question the interviewees in a consistent manner in order to assure as
much uniformity as possible in the answers. The questions were formu
lated from the background material obtained in the review of literature
and compiled as an interview guide.

^Carter V. Good and Douglas E. Scates, Methods of Research
(New York: Appleton-Century-Crofts, Inc., 1954), p. 549.
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other patients.

Eight said that they used pillows to pad the patient

and keep him in position, while six said that they gave these patients
more intensive treatment than others.
attention to the affected limbs.
than ten per cent.

Five said that they gave special

Other methods were mentioned by less

This indicated a general lack of knowledge of the

various methods of preventing pressure sores in hemiplegia patients.
Even fewer interviewees mentioned specific measures for prevent
ing pressure sores in paraplegic patients.

Ten said that they treated

these patients in the same way as any other patients; eight, that they
gave them the same care as hemiplegic patients; and seven, that they
gave them more intensive care than any other patients. Less than eight
per cent of the respondents mentioned specific preventive measures for
paraplegic patients.
Sixteen, or thirty-two per cent, stated that they gave quadriplegic
patients the same treatment as hemiplegic or paraplegic patients.

Ten,

or twenty per cent, stated that these patients were the same as paraplegic
patients, but that they needed more help.

Eight, or sixteen per cent,

stated that they treated quadriplegic patients in the same way as any
other patients.
measures.

Only three respondents mentioned specific preventive

These findings indicated a general lack of knowledge of the

particular problems of preventing pressure sores in quadriplegic patients.
Twenty-one interviewees, or forty-two per cent, said that they
treated unconscious patients in the same way as hemiplegics, paraplegics
or quadriplegics.

Seven, or fourteen per cent, said that they treated

unconscious patients in the same way as any other patients.

Five said

that they gave these patients more intensive care than other patients.
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Five said that they tried to think for these patients and observed them
closely.

Eight specific measures for preventing pressure sores in uncon

scious patients were mentioned by one or two individuals.

In general,

the interviewees showed a lack of knowledge of specific preventive
measures for unconscious patients, although fifty-eight per cent indi
cated that they were aware that these patients have problems in common
with other patients requiring intensive care.
Summary.

Questions number fifteen through number twenty-one dealt

with precautionary measures used by the interviewees to prevent pressure
sores in patients with specific conditions.

Seventy-six per cent used

one or more preventive measures for patients with casts, although less
than ten per cent seemed aware of many of the measures.

This indicated

that although the interviewees were generally aware of the contingency
of pressure sores when a patient was wearing a cast, more than ninety
per cent did not have a complete understanding of the various methods of
prevention.

It seemed that the respondents were less familiar with the

problems of patients in traction. Apparently, most of them were aware
neither of the possibility of pressure sores in these patients nor of
the various methods of preventing them.

There also seemed to be a general

lack of knowledge of the various methods of preventing pressure sores in
hemiplegic patients.

Less than eight per cent mentioned specific preven

tive measures for paraplegic patients.

The findings indicated a general

lack of knowledge of the particular problems of preventing pressure
sores in quadriplegic patients.

In general, the interviewees showed a

lack of knowledge of specific preventive measures for unconscious patients,
although fifty-eight per cent indicated that they were aware that these
patients have problems in common with other patients requiring intensive
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care.

It appeared that the interviewees did not have a clear under

standing of the principles involved in preventing pressure sores in
patients with the above mentioned conditions.

A detailed summary of

these findings is shown in Table XV.
Equipment
The interviewees were asked about their use of various kinds
of equipment or devices, the frequency with which these were used and
the results obtained.

The following kinds of equipment were inquired

about in the interview:

sheepskin, sponge rubber pad under the draw

sheet, alternating pressure pad, slings, sawdust bed, rubber rings and
donuts.

Thirteen others were each mentioned by less than ten per cent

of the interviewees, as shown in Table XVI.
Sheepskin was used frequently by thirty-one, occasionally by ten
and seldom by four interviewees. Five had never used it.

Thirty-eight

found that it gave good results; six, that the results were indifferent;
and one reported poor results from using it.

Seventy-six per cent,

therefore, were satisfied with the results of using sheepskin to prevent
pressure sores.
Thirty-six respondents stated that they had never used a sponge
rubber pad under the draw sheet.
frequently; and three, seldom.

Eight had used it occasionally, three,

Ten reported good results; three, indiffer

ent results; and one, poor results. The interviewees were not generally
familiar with this device and only twenty per cent reported satisfactory
results from its use.
The alternating pressure pad had never been used by twenty-one
of the interviewees.

Fourteen had used it occasionally, eleven had used
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TABLE XV
MEASURES TAKEN BY INTERVIEWEES TO PREVENT
PRESSURE SORES IN PATIENTS WITH
SPECIFIC CONDITIONS

Measures

Patients
in Casts

Patients
in
Traction

Hemiplegic
Patients

Para
plegic
Patients

8

3

19

2

1

1
1

Keep pressure off of
sacrum

22

Pad and prop with
pillows

18

4

Pad with sponge rubber
or other material

15

2

Exercises or ambulation

1

Emphasize prone
position

7

Turn frequently

4

5

1

Use rings and donuts

3

3

1

Expose cast until dry

1

Keep foreign matter
out of casts

4

Keep sacral area of
cast dry with plastic

3

Bend edges of cast
away from patient

1

Be alert for musty
odor around cast

1

Keep heels off of bed

2

Check and maintain
circulation

6

Keep patient off of
back

5

3

2

Quadri
Uncon
plegic
scious
Patients Patient

1

1

1

2
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TABLE XV (continued)

Measures

Patients
in Casts

Patients
in
Traction

Keep patient off of
affected side
Keep sheepskin under
patient

Hemiplegic
Patients

Para
plegic
Patients

4
1

Keep alternating pres
sure pad under pat
ient

3

1

1

Massage under cast or
near traction appa
ratus

7

2

Wash & dry carefully

1

1

Massage back well

1

4

1

1

2
1

Provide good
nutrition

2

Special attention to
affected limbs

5

2

2

3

Think for patient;
observe closely

Quadri
Uncon
plegic
scious
Patients Patients

Place on Stryker frame
or Circolectric bed

3

Solve bladder and
bowel problems

3

Keep in comfortable
position

1

Do not use hot water
bottles

1

Prevent patient from
sitting too long

1

Teach personal care &
checking with mirror

1

Check braces

1

5

1

1
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TABLE XV (continued)

Measures

Patients
in Casts

Patients
in
Traction

Keep bed dry

Hemiplegic
Patients

Para
plegic
Patients

Quadri
plegic
Patients

Uncon
scious
Patients

1

1

1

1

Place roll of pad
ding under knees

1

Do not turn unless unr
conscious for several
days

1

Same as any other
patient

7

10

11

10

8

7

Same as other patients
but more intensive

1

2

6

7

3

5

Same as hemiplegics

8

Same as hemiplegics
or paraplegics

16

Same as paraplegics,
but need more help

10

Same as hemiplegics,
paraplegics or
quadriplegics

21
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Conduction of the Pilot Study
A pilot study was conducted in order to ascertain the value of
the questions in the interview guide and as a means of refinement.
Arbitrarily, seven students in the basic program of the school of
nursing at Loma Linda University were selected at random for this study
since they would not be interviewed for the major research project.
Their responses to the questions provided a basis for changes that were
made in the questions.

This study also revealed the need for organizing

the questions in certain groupings.

The groupings which resulted were

as follows:
1.

Introductory questions.

2.

General precautionary measures.

3. Precautionary measures for specific conditions.
4.

Equipment used„

5. Patient teaching.
6.

Open-ended question to allow the interviewee to express
his own ideas more freely.

7.

Professional or vocational preparation of interviewee.

Selection of Facilities
Nursing personnel in four hospitals were interviewed, namely,
White Memorial Hospital, Rancho Los Amigos Hospital, Los Angeles
Orthopaedic Hospital, and Loma Linda Sanitarium and Hospital. These
institutions were chosen because of their accessability and the types
of patients being cared for in them.

White Memorial Hospital, for the

most part, deals with acutely ill patients; Rancho Los Amigos Hospital
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has patients involved in long-term rehabilitation; Los Angeles Ortho
paedic Hospital cares exclusively for orthopaedic patients; and Loma
Linda Sanitarium and Hospital has patients with both acute and longterm illness.

Thus, it was felt that a fairly good cross section of

bedside nurses who cared for all types of patients would be included
in the study.

Appointments were made and permission was obtained from

the director of nursing service to interview selected personnel in each
of these hospitals.

In two hospitals the director selected the inter

viewees, while in the other hospitals they were selected by the inter
viewer.

Fifty individuals giving bedside care, irrespective of the

level of preparation for nursing, were interviewed.
Collection of Data
In each instance the selected individuals had been informed by
the directors of nursing service regarding the scope and purpose of the
study and their cooperation secured in providing information to the
interviewer.

The interviews were conducted privately in small conference

rooms near the units where the individuals giving bedside care were work
ing.

Each interview lasted approximately twenty minutes.

recorded immediately in the presence of the interviewee.

Responses were
For the most

part, they were eager to cooperate and many expressed interest in the
research.

One individual appeared hostile to the interview because she

thought that she had been accused in some way of allowing pressure sores
to occur.

When she understood that she was being asked about successful

prevention, she agreed to give all the help that she could.

40
Organization of the Data
The data were tabulated, classified, analyzed, and interpreted.
The answers to questions were consolidated for treatment regardless of
the educational background of the interviewee.

The answers were classi

fied under the same headings as were used in the interview guide and the
findings summarized after consideration of each group.

Tables to illus

trate the text were prepared.
Summary
The descriptive-survey method and the interview technique were
selected for the study in order to obtain the most nearly accurate
information.

An interview guide was prepared in order to assure as much

uniformity as possible in the responses.

A pilot study was conducted as

a means of refining the questions in the interview guide.

Fifty individ-

uals giving bedside care, irrespective of the level of preparation for
nursing, were interviewed in four hospitals in the greater Los Angeles
area.
rooms.

These interviews were conducted privately in small conference
The personnel were selected and informed of the research by the

director of nursing service in each hospital.

Tabulation, classification,

analysis, and interpretation of the data followed.
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TABLE XVI
EQUIPMENT THAT INTERVIEWEES STATED THEY
HAVE USED TO PREVENT PRESSURE SORES
Frequency of Use
Equipment

Results

Frequently Occasionally Seldom Never

Good Indifferent Poor

31

10

4

5

38

6

1

3

8

3

36

10

3

1

c. Alternating
pressure pad

11

14

4

21

23

6

-

d. Slings

10

13

-

27

18

4

1

-

-

-

50

-

-

-

29

17

1

3

20

14

13

29

17

2

2

22

16

10

g. Others:
Sponge rubber
mattress

2

2

4

Self-help bar

2

2

4

Pillows

2

2

Turn sheets

2

2

Small sponge
rubber pads

2

Foot boards

2

Bradford frame

1

a. Sheepskin
b. Sponge rubber pad
under draw sheet

e. Sawdust bed
f. Rubber rings
Donuts

1

2
1

Stryker Frame

1

Circolectric bed

1

Rocking bed

1

Sponge rubber pad
over mattress

Rolled towel to
prevent heel
pressure

1

1

1

1
1
1
1
1

1

Cotton blanket
under sheet

1

2

1

1
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it frequently, and four had seldom used it.

Of the fifty-eight per

cent who had used it, twenty-three, or forty-six per cent, obtained
good results, while six, or twelve per cent, found the results to be
indifferent.

Nearly eighty per cent of those who used the alternating

pressure pad obtained good results in preventing pressure sores.
The use of slings was unknown to twenty-seven interviewees or
fifty-four per cent of the group.

Thirteen had used them occasionally

and ten had used them frequently.

Eighteen found them to give good

results; four, indifferent; and one, poor.

Seventy-eight per cent of

those who used slings found the results to be satisfactory.

The sawdust

bed was unknown to all of the interviewees.
Twenty-nine, or fifty-eight per cent, of the interviewees stated
that they had used rubber rings and donuts frequently and seventeen, or
thirty-four per cent, stated that they had used these devices occasionally.
Seventeen of these forty-six individuals stated that they no longer used
rubber rings or donuts because of the poor results obtained.

One respon

dent stated that she sat in a rubber ring herself for an hour or so
until she discovered that her buttocks had "gone to sleep." Two inter
viewees stated that they used these devices only on the physician's order.
However, twenty respondents reported good results with rubber rings and
twenty-two reported good results with donuts. Fourteen reported indif
ferent results with rubber rings and sixteen reported indifferent results
with donuts.

Thirteen reported poor results with rubber rings and ten,

poor results with donuts. Altogether, ninety-two per cent of the group
had used rubber rings and donuts, although thirty-four per cent had
stopped using them because of unsatisfactory results. Fifty-eight per
cent of the interviewees continued using these devices and forty per cent
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felt that they obtained satisfactory results.
Summary.

In question number twenty-two the interviewees were

asked to discuss their experience with various kinds of equipment.
Seventy-six per cent were satisfied with the results of using sheepskin
to prevent pressure sores.

On the whole, they were not familiar with

the use of a sponge rubber pad under the drawsheet, although twenty per
cent reported satisfactory results.

Fifty-eight per cent of the group

had used the alternating pressure pad and forty-six per cent obtained
good results with it.

The use of slings was unknown to fifty-four per

cent of the interviewees, forty-six per cent reported having used them,
and thirty-six per cent reported satisfactory results.
was unknown to the group.

The sawdust bed

Ninety-two per cent stated that they had used

rubber rings and donuts, although thirty-four per cent had stopped using
them because of unsatisfactory results.

Fifty-eight per cent continued

using these devices and forty per cent felt that they obtained good
results.

Opinions varied concerning the use of the divers kinds of

equipment, but in general, most of those who used them felt that good
results were obtained in preventing pressure sores.

Rubber rings and

donuts were the exception, since more than fifty per cent of the inter
viewees felt that the results of using them were less than satisfactory.
Patient Teaching
Questions concerning the teaching of patients were asked in numbers
twenty-three through twenty-seven.

Forty-six interviewees stated that

they taught their patients the importance of turning frequently.
stated that they did not teach this.

Four

Ten stated that they taught their

patients to watch the clock and call them when it was time to be turned.
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Forty stated that they did not teach this.

Twenty-eight stated that

they taught patients to call when their beds became damp.
did not.

Twenty-two

Nineteen said that they taught patients to watch for wrinkles

in their bottom sheets and to be careful about dropping crumbs into their
beds.

Thirty-one did not teach this.

Twenty-one respondents taught

their patients to take some other responsibility for their care, while
twenty-nine taught no other responsibility.

The responses to these

questions are summarized in Table XVII.
Twelve other principles were taught to patients by twenty-one
interviewees. Five taught exercise and ambulation, while five taught
patients to use mirrors in watching for reddened areas. Four taught
their patients to push fluids and three taught them to take care in
their elimination to prevent skin irritation.

The other principles

were taught by one or two respondents, as shown in Table XVTII.
Summary.

Ninety-two per cent of the group taught their patients

the importance of turning frequently.

Eighty per cent did not teach

them to watch the clock and call for turning. Fifty-six per cent taught
patients to call when their beds became damp, but it was significant
that forty-four per cent did not.

This indicated that nearly half of

the group failed to understand the importance of changing damp sheets
immediately.

Sixty-two per cent did not understand the importance of

gaining the patient's cooperation in keeping the bed free from wrinkles
and crumbs.

Fifty-eight per cent perceived no other responsibility for

the patient to take in preventing pressure sores.

Forty-two per cent

mentioned twelve other principles which they taught as they encouraged
patients to take responsibility for their own care.

Outside of teaching
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TABLE XVII
WHAT INTERVIEWEES STATED THAT
THEY TAUGHT THEIR PATIENTS

Questions Asked

Answers
Yes
No

Do you teach your patients that it is important to
turn frequently?

46

4

Do you teach them to watch the clock and call you
when it is time to be turned?

10

40

Do you teach them to call when their beds become damp?

28

22

Do you teach them to watch for wrinkles in their
bottom sheets and to be careful about dropping
crumbs into their beds?

19

31

Do you teach them to take any other responsibility
for their own care?

21

29
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TABLE XVIII
OTHER TEACHING DONE BY INTERVIEWEES
TO PREVENT PRESSURE SORES

Number of
Interviewees

Per Cent

Exercise and ambulation

5

10

Watching for reddened areas with mirrors .

5

10

Pushing fluids

4

g

Taking care in elimination

3

6

Keeping off of reddened areas

2

4

Refraining from scratching themselves ...

2

4

Maintaining proper nutrition

2

4

Bladder and bowel training

1

2

Care with hot food to prevent burns ....

1

2

Massaging bony prominences

1

2

Reminding the nurse of their needs ....

1

2

Use of Creams and lotions

1

2

Principles Taught to Patients

Number of Responses per Person
Responses

Respondents

1

15

2

5

4

1

The average number of responses per person was 1.3.
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the importance of turning, interviewees did not understand the impor
tance of gaining the patient's cooperation and promoting his rehabili
tation through teaching.
Open-ended Question
The question was asked, "Do you think of any other factors,
besides the ones we've been discussing, which might have a bearing on
the prevention of decubiti or bed sores?"
fied by thirty respondents.

Sixteen factors were speci

Six brought out the importance of proper

nutrition. Four advocated frequent bathing.

Three stated that there

should be better checking of patients so that the nurse actually looked
at the patient instead of relying on second-hand information.

Three

emphasized the importance of the emotional attitude of the patient in
preventing complications such as pressure sores.

Other factors were

mentioned by one or two interviewees, as shown in Table XIX.
Summary.

Sixty per cent of the group responded affirmatively to

question number twenty-eight, giving a total of sixteen different factors.
Each factor was mentioned by one to six individuals.

Twelve per cent of

the interviewees specified proper nutrition; eight per cent, frequent
bathing; six per cent, the emotional attitude of the patient.

Forty per

cent could think of no other important factors in preventing pressure
sores.
Professional or Vocational Preparation
Twenty interviewees stated that they had not received any new
information at the hospital where they were currently employed, while
seventeen stated that it was there that they had learned everything they
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TABLE XIX
OTHER FACTORS MENTIONED BY INTERVIEWEES
WHICH MIGHT HAVE A BEARING ON
PREVENTION OF PRESSURE SORES

Number of
Interviewees

Factors Mentioned
Proper nutrition .

Per Cent

6

12

4

8

Better checking with nurse actually
looking at patient

3

6

Emotional attitude of patient .

3

6

2

4

Sponge rubber on bedpans

2

4

Elimination of rubber draw sheet ....

1

2

Patient lying or sitting on catheter . .

1

2

Use of powder

1

2

Keeping patient dry

1

2

Placing soft material under patient . . .

1

2

Better organized turning routines ....

1

2

General physical condition of the patient

1

2

Solving problems of patients with
sensitive skin

1

2

Increased ambulation

1

2

Use of Dial soap which may destroy natural
antibodies of the skin .

1

2

30

60

Frequent bathing
Particular care to groin area

Better teaching by nurses

Total

,
..

1

.
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knew.

Eight specific points of information were mentioned by one or

two interviewees, as shown in Table XX. Ten respondents stated that
they had received instruction through regularly scheduled in-service
programs.

Six stated that they had learned what information they held

by experience.

A detailed summary is shown in Table XXI.

Some of the

interviewees responded to question number twenty-nine by explaining
the educational plans at their hospitals, while others gave specific
information that they had learned.

Some gave combined responses.

For

this reason, the totals of Tables XX and XXI have no relationship to
each other or to the total number of respondents.
The nursing experience of the interviewees ranged from three
weeks to forty years. Seventeen interviewees stated that they had been
giving bedside nursing care to patients for six to ten years.

Eleven

had been giving bedside care for three weeks to one and a half years;
nine, for eleven to nineteen years; eight for two to five years; and
five for twenty to forty years.

The educational preparation of the

interviewees was treated in the first page of Chapter IV under Introduc
tory Questions.
In summation, forty per cent of the group did not receive any new
information at the hospital of current employment.
learned all they knew at that hospital.

Thirty-four per cent

Twenty per cent had received

instruction through in-service education programs.

Twelve per cent

stated that they learned what information they held through experience.
This indicated a need for more regularly scheduled in-service programs
in the hospitals.

Interviewees had given bedside nursing care for

lengths of time ranging from three weeks to forty years.

86
TABLE XX
WHAT INTERVIEWEES LEARNED AT HOSPITAL
OF CURRENT EMPLOYMENT

Information Learned

Number of
Interviewees

No new information

20

40

Everything known by interviewee

17

34

Use of sheepskin

2

4

Watching for reddened areas and keeping
patients off of these

1

2

Use of Phisohex

1

2

Use of Circolectric bed

1

2

Turning from side to side, rubbing with
alcohol, changing sheepskin with each
turn, washing back with soap and water
every four hours

1

2

Checking for pressure sores, turning,
keeping patient dry, using no powder

1

2

How to be more careful, sometimes through
experience

1

2

Use of alternating pressure pad, using no
draw sheet, using no massage

1

2

New techniques, but no new principles ...

1

2

47

94

Total

Per Cent

The rest of the interviewees responded by telling how instruction
was given. Some responded in both ways.
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TABLE XXI
HOW INTERVIEWEES RECEIVED INSTRUCTION
AT HOSPITAL OF CURRENT EMPLOYMENT

Educational Plan

Number of
Interviewees

Learned by experience .

Per Cent

12

Once a month in-service program by
supervisor
.. .

4

8

Two week in-service program

2

4

Continuing in-service program

2

4

Forty hour in-service program

2

Six week in-service program

2

Taught by team captain

2

Taught by head nurse

2

Taught by one doctor's lecture

2

Educational film and periodic bulletin . .

2

Total

20

40
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TABLE XXII
LENGTH OF TIME THAT INTERVIEWEES STATED THEY
HAVE BEEN GIVING NURSING CARE TO PATIENTS

Length of Time

Number of
Interviewees

Per Cent

Six to ten years

17

34

Three weeks to one and one half years ...

11

22

Eleven to nineteen years

9

18

Two to five years

8

16

Twenty to forty years

5

10

50

100

Total

89

Summary
The findings indicated that forty-four per cent of the interviewees
may have accepted pressure sores as a part of the patient's illness.
There seemea to be general understanding among the interviewees that
turning the patient would prevent pressure sores.

Opinion was divided

as to the efficacy of massage. The concept of keeping patients clean and
dry to prevent pressure sores was shared by less than forty per cent of
the respondents.

The concept of putting medicaments on the skin to pre

vent pressure sores seemed to have been well established.

Apparently,

less than twenty per cent of the group understood more than a few of the
various aspects of preventing pressure sores.

Thirty-six per cent of the

interviewees stated that there were some kinds of patients in whom press
ure sores could not be prevented.

This would weaken their determination

to prevent the problem.
The findings indicated that a fairly large number of interviewees
were not aware of the importance of checking patients frequently.

They

were aware of ihe importance of checking the patient's bony prominences
for pressure sores, but apparently were not aware of the importance of
checking areas of the body which were in contact with equipment or appli
ances over a period of time.

Nearly one hundred per cent of the group

were aware that redness was an early indication of pressure sores.

Nearly

fifty per cent depended on applications of medicaments to the skin to prevent pressure sores.

More than sixty per cent apparently lacked under

standing of the importance of completely eliminating pressure.

Eighty

per cent systematically turned their patients every two hours to prevent
pressure sores, although eighty per cent still depended to some extent on
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applying medicaments to the skin.
used with various results.

A wide variety of medicaments was

More than eighty per cent massaged their

patients with some regularity and fifty-six per cent used lotion.
The findings indicated that although the interviewees were gener
ally aware of the contingency of pressure sores when a patient was wearing
a cast,, less than ten per cent had a complete understanding of the various
methods of prevention.

They seemed to be less familiar with the problems

of patients in traction, showing little awareness of the possibility of
pressure sores or of methods of prevention.

It appeared that the inter

viewees did not have a clear understanding of the principles involved in
preventing pressure sores in hemiplegic, paraplegic, quadriplegic, or
unconscious patients.
Opinions varied concerning the use of diverse kinds of equipment,
but most of those who used the various devices felt that good results
were obtained in preventing pressure sores.

Rubber rings and donuts were

the exception, since more than fifty per cent of the group felt that the
results of using them were less than satisfactory.
Outsj.de of teaching the importance of turning, interviewees did
not understand the importance of gaining the patient's cooperation and
promoting his rehabilitation through teaching.
Sixty per cent of the group responded affirmatively to the openended question, giving a total of sixteen different factors. Forty per
cent could think of no other important factors in preventing pressure
sores.
concerning professional or vocational preparation, the findings
indicated a need for more regularly scheduled in-service education
programs.

'

CHAPTER V
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS
I.

SUMMARY

This study was concerned with the problem of determining what
understandings the bedside nurse has of the principles involved in
the prevention of pressure sores.

Since pressure sores are still a

problem in nursing care, a study such as this was needed to ascertain
the knowledge of the bedside nurse relative to their prevention.

The

immediate purpose oi the study was to determine the concepts held by
bedside nurses by asking them to state what they did to prevent pres
sure sores.

The long range purpose was to contribute to better in-service

education through the use of information gained in the survey.

This in

turn should result in providing better nursing care for the patient.
It was hypothesized that there is a lack of understanding on
the part, of the bedside nurse of the nursing procedures necessary for
the prevention of pressure sores.

It was assumed that pressure sores

could be prevented by proper nursing care and that what the bedside nurse
said he or she did about preventing pressure sores was reasonably com
parable to what was actually done.
The descriptive-survey method was used for this study.

Selected

nursing personnel in four hospitals were interviewed, namely White
Memorial Hospital, Rancho Los Amigos Hospital, Los Angeles Orthopaedic
Hospital, and Loma Linda Sanitarium and Hospital. Fifty individuals
giving bedside care, irrespective of the level of preparation for nursing,
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were interviewed.
and followed.

To secure uniformity an interview guide was prepared

A pilot study was conducted to help bring about certain

refinements in the interview guide.

A review of literature was made to

give a background of information and to serve as a guide in selecting
items to be included in the interview guide.
The findings indicated that forty-four per cent of the interviewees
may have accepted pressure sores as a part of the patient's illness.
Various preventive measures were stated as being used, although, appar
ently, less than twenty per cent of the group understood more than a
few of these.

The findings indicated that a fairly large number of

interviewees were not aware of the importance of checking patients fre
quently, although eighty per cent systematically turned their patients
every two hours to prevent pressure sores.

Eighty per cent depended to

some extent on applying a wide variety of medicaments to the skin as a
preventive measure.

It appeared that the interviewees did not have a

clear understanding of the principles involved in preventing pressure
sores where casts and traction were involved or where patients were
hemiplegic, paraplegic, quadriplegic or unconscious. In general, the
devices and equipment used were felt to be effective, with the exception
of rubber rings and donuts.

Outside of teaching the importance of turn

ing, the group did not understand the importance of gaining the patient's
cooperation and promoting his rehabilitation through teaching.

II.

CONCLUSIONS

The conclusions were based on the findings of the study, which
indicated that the interviewees needed a better understanding of the
principles of preventing pressure sores, although in some areas their
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understanding appeared adequate.
1.

The conclusions were as follows:

Nursing personnel may have accepted pressure sores as a
part of the patient's illness, maintaining the belief that
in some patients they could not be prevented.

This would

tend to weaken their determination to prevent the problem.
2.

Nursing personnel apparently understood the principle of
turning patients to prevent pressure sores, since eighty
per cent of the group systematically turned their patients
at least every two hours and ninety-two per cent taught
their patients the importance of turning frequently.

3.

Nursing personnel needed to have a better understanding of
the deleterious effect of too much moisture on the skin,
since the concept of keeping patients clean and dry to pre
vent pressure sores was shared by less than forty per cent
of the interviewees.

4.

The concept of putting medicaments on the skin to prevent
pressure sores seems to have been well established, since
eighty per cent of the group depended to some extent on apply
ing medicaments to the skin to prevent pressure sores.

There

appeared to be little understanding of what these medicaments
actually did for the skin.
5.

Nursing personnel needed to have a broader understanding of
the various aspects of preventing pressure sores, since less
than twenty per cent of the group understood more than a few
of these.

6.

Nursing personnel needed to have a better understanding of the
importance of checking not only the patient's bony prominences
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but also those areas of the body which were in contact with
equipment or appliances over a period of time.

Forty per

cent checked their patients less frequently than twice each
shift.

Only twelve per cent checked areas of the skin known

to be in contact with appliances.
Nursing personnel had an adequate understanding of one of the
early indications of a pressure sore, since nearly one hundred
per cent of the group were aware that redness was an early
symptom.
Nursing personnel showed a lack of understanding of the prin
ciples of preventing pressure sores in patients in casts,
patients in traction and patients who were hemiplegic, para
plegic, quadriplegic, or unconscious.

Although fifty-eight

per cent of the group were aware of the need of these patients
for intensive care, less than ten per cent had a complete under
standing of the various preventive measures.
Nursing personnel did not understand the importance of gaining
the patient{s cooperation and promoting his rehabilitation
through teaching, since more than fifty per cent of the group
did not attempt to teach the patient to assume responsibility
for his own care outside of turning frequently.
There is a need for more regularly scheduled in-service programs
in hospitals. Forty per cent of the group received no new infor
mation at the hospital of current employment, while only twenty
per cent received instruction through in-service programs and twelve
per cent stated that they learned what information they held
through experience.
The hypothesis that there is a lack of understanding on the part
of the bedside nurse of the nursing procedures necessary for the
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prevention of pressure sores was supported by the findings of
the study.

III.

RECOMMENDATIONS

The following recommendations were based on the conclusions that
were drawn from the findings:
1°

Nursing personnel should be taught that pressure sores are
preventable, unnecessary complications of illness, which are
not to be tolerated, in order to strengthen the effectiveness
of their preventive measures.

2.

Nursing personnel should be given more knowledge of the struc
ture and function of the skin so that they will have a better
understanding of the deleterious effects of moisture and cer
tain medicaments on the skin.

They should understand the

action of any medicament that they put on the patient's skin.
3. In-service education programs should emphasize all the important
nursing measures for preventing pressure sores so that nursing
personnel will have adequate knowledge with which to work.
The importance of checking all possible pressure areas fre
quently should be stressed.
4*

In-service education programs should be planned to give nursing
personnel adequate understanding of the needs of patients in
cases, in traction, and patients who are hemiplegic, paraplegic,
quadriplegic, or unconscious.

5.

Nursing personnel should be brought to an understanding of the
philosophy that teaching the patient to assume some responsibility for his own care will secure his cooperation and promote

his rehabilitation.
6.

In-service education programs should be strengthened and
increased so that they will reach all nursing personnel.

7. Further studies should be done in different hospitals to
confirm the validity of the findings in this study.
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APPENDIX

INTERVIEW GUIDE
Introductory questions
Hospital
R.N.
1.

Unit
L.V.N.

Aide

a. (For L.V.N, or aide) Do you know what a bed sore is?
Explain.
b. (For R.N.)

2.

What is your definition of a decubitus ulcer?

Do you think that bed sores or decubitus ulcers can be
prevented?

3.

a. If yes, how?
b. If no, why not?

General precautionary measures and the reasons given for them.
4. How often do you check your patients for bad sores or decubitus
ulcers?

5.

What areas do you check?

6.

What signs and symptoms do you watch for as early indications
of a bed sore or decubitus ulcer?

7.

When you find any of these, what do you do next?

8.

How often do you turn your patients?

9.

What is the purpose of turning patients?
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10.

Do you ever wait for them to call before you turn them?

11.

Do you put anything on the skin to prevent bed sores or
decubitus ulcers?
What?

XIX.

12.

What, in your opinion, does this do for the skin?

13.

How often do you massage your patients?

Precautionary measures for specific conditions.
15.

When you have a patient in a cast, do you keep pressure off of
the sacral area until the cast is dry?
How?

16.

What special preventive measures, if any, do you take with
patients in casts?

17.

What special preventive measures, if any, do you take with
patients in traction?

18.

Do you take any special preventive measures with hemiplegics?

19.

Do you take any special preventive measures with paraplegics?

20.

Do you take any special preventive measures with quadriplegics?

21.

Do you take any special preventive measures with unconscious
patients?

105
IV.

Equipment.
22.

Have you ever worked with any of the following equipment?
Give results - Good, Poor, or Indifferent.
How often have you used this (these)?
a. Sheepskin
b. Sponge rubber pad under draw sheet
c. Alternating pressure pad
d. Slings
e. Sawdust bad
f. Rubber rings and donuts
g. Other special device on bed or mattress

V.

Patient Teaching.
23.

Do you teach your patients that it is important for them to
turn frequently?

24.

Do you teach them to watch the clock and call you when it is
time for them to be turned?

25.

Do you teach them to call you when their beds become damp?

26.

Do you teach them to watch for wrinkles in their bottom sheets

*

and to be careful about dropping crumbs into their beds?
27.

Do you teach your patients to take any other responsibility for
their own care?
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Open-ended question.
28.

Do you think of any other factors, besides the ones we've been
discussing, which might have a bearing on the prevention of
decubiti or bed sores?

Professional or vocational preparation;,
29.

What instruction have you received during your period of
employment in this hospital which has given you better
preparation for the prevention of decubiti or bed sores?

30.

How long have you been giving bedside nursing care to patients?
(Not including time spent in school)

31.

What educational preparation have you had for bedside nursing?

32.

How long a course did you have?
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ABSTRACT
This study was concerned with the problem of determining what under
standings the bedside nurse has of the principles involved in the prevention
of pressure sores.

Since pressure sores are still a problem in nursing

care, a study such as this was needed to ascertain the knowledge of the
bedside nurse relative to their prevention.

The immediate purpose of the

study was to determine the concepts held by bedside nurses by asking them
to state what they did to prevent pressure sores.

The long range purpose

was to contribute to better in-service education through the use of infor
mation gained in the survey. It was hypothesized that there is a lack of
understanding on the part of the bedside nurse of the nursing procedures
necessary for the prevention of pressure sores.
method was used for this study.

The descriptive-survey

Fifty selected bedside nurses, irrespec

tive of their levels of preparation, were interviewed in four hospitals in
the greater Los Angeles area.

To secure uniformity an interview guide was

prepared and followed.

A review of literature was made to give a back

ground of information.

The findings indicated that nursing personnel may

have accepted pressure sores as a part of the patient's illness, thus weak
ening their determination to prevent the problem.

Less than twenty per cent

of the group understood more than a few preventive measures.

The importance

of turning patients was understood by eighty per cent, but eighty per cent
still depended to some extent on the application of medicaments to the skin
without understanding what effect this had on the skin.

The prevention of

pressure sores in patients with specific conditions was not clearly under
stood.

Outside of teaching their patients to turn frequently, the group

did not understand the importance of gaining the patient's cooperation and
promoting his rehabilitation through teaching.
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